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The purposes of the 
International Nursing Review are: 


* TO INFORM nurses throughout the world of the objectives 
and activities of the International Council of Nurses; 


* TO PROVIDE opportunities for an international exchange of 
views and information on nursing and the related 
professions; 


* TO DEVELOP international fellowship and understanding ] 
among members of the nursing profession; 


* TO GIVE inspiration and guidance to the nurses of the world 
in their common endeavours. 





Contributions to the INTERNATIONAL NURSING REVIEW are welcomed by the 
Editor and will be considered for publication. They should be submitted in French, 
English, German or Spanish, or, when convenient, in more than one of these languages. 


The International Council of Nurses does not necessarily accept responsibility for 
the views expressed in articles which appear in the INTERNATIONAL NURSING REVIEW 
and reserves the copyright of material published. 


OUR COVER PICTURE : 
Thoracic surgery at KAROLINSKA HosPITAL, STOCKHOLM 
—the nurse at the instrument table has a responsible 
and exacting task. (See also centre pages). 
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News from ICN House 


ELCOMING Miss Héléne Nussbaum not only to ICN Headquarters in London 
but also to Britain, Miss D. C. Bridges said she was speaking on behalf of 
460,000 nurses in 60 countries; these were now her friends wishing her well in 
her new work for the ICN. The occasion was a party held at The Middlesex Hospital 
by kind invitation of Miss Marjorie Marriott, matron, and honorary treasurer of the 
ICN, to greet Miss Nussbaum from Switzerland who is to succeed Miss Bridges as 
ICN General Secretary next April. Many members of the National Council of 
Nurses of Great Britain and Northern Ireland were present together with other 
guests and four distinguished nurses from America and Sweden who were in London 
to attend ICN committee meetings. 


ICN COMMITTEES MEET 


During September three of the important international committees met at ICN 
House. The Exchange of Privileges Committee under the chairmanship of Miss 
Margrethe Kruse (Denmark) met from September 5—7 when Miss Mavis Avery 
(Australia), Miss Frances Rowe (Great Britain), Miss Pearl Stiver (Canada) and Miss 
Alice Sher (ICN) discussed many problems arising out of international exchanges, 
also future plans for this valuable scheme which seeks to encourage co-operation and 
friendship between nurses of different countries. Later in the month both the Educa- 
tion and the Nursing Service Committees met separately and, for the first time, 
jointly, to discuss progress, future plans and their respective sessional meetings during 
the Congress in Melbourne. Members of these Committees were Miss Ruth Sleeper 
of USA (Chairman), Miss Majsa Andrell (Sweden) and Miss Margaret Houghton 
(Great Britain) of the Education Committee; Mrs. B. A. Bennett (Great Britain) 
(Chairman), Miss Margaret Arnstein (USA) and Miss Astrid Staaf (Sweden) of the 
Nursing Service Committee. 


ICN STAFF 


Massachusetts General Hospital, Boston, USA., is celebrating its 150th anniver- 
sary early next year. Miss D. C. Bridges has been invited to speak on international 
nursing at this important occasion and is honoured to accept the invitation. 


Welcomed back to ICN Headquarters during September were Miss Ellen Broe, 
Director of the Education Division after sick leave and Miss Alice Sher after her 
extensive four months’ tour in the US and Canada. Miss Yvonne Schroeder, Assistant 
Director of the Education Division sailed for Australia where she is to reside after 
her marriage. An interesting appointment awaiting her in Australia is announced in 
this Review. 


SEMINAR IN PAKISTAN 


ICN Headquarters welcomed an invitation from WHO Regional Office for the 
Eastern Mediterranean to be represented at a regional nursing seminar to be held in 
Pakistan from November 23rd to December 3rd. Miss Frances Beck, Director, 
Nursing Service Division, will be attending this important seminar and looks forward 
to meeting participants from Ethiopia, Iran, Iraq, Jordan, Lebanon, Pakistan, the 
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Sudan and the United Arab Republic. Following the seminar Miss Beck is planning 
to visit the Trained Nurses Association of Pakistan and on her way home the 
National Association of Nurses in Israel. 


INTERNATIONAL NURSING REVIEW 


We are pleased to welcome a number of new readers to the International Nursing 
Review, especially in Basutoland, Burma, India and South Africa. An interesting 
increase in circulation has also occurred in Australia, New Zealand, Switzerland and 
Nigeria. 

Requests to reproduce articles from the Review, or to translate material into 
other languages, are always welcomed by the Editor. 


INTERNATIONAL HOSPITAL FEDERATION 


As from October 1, 1960, the address of the Federation will be 24—26 London 
Bridge Street, London S.E.1. Telephone: HOP 5444. 


Important Reminder ! 


If you are planning to attend the Congress in Melbourne, apply to your National 
Nurses’ Association for the necessary forms without delay. 


* * * 


MISS HOJER HONOURED 


Some 800 nurses attending the meetings in Stockholm, in June, of the Swedish 
Nurses’ Association were proud to honour Miss Gerda H6jer, their retiring president. 
An active member of the association for very many years, Miss Hdjer played a leading 
part in its growth and development first as secretary and, for the past 14 years, as its 
internationally known President. At a magnificent banquet in the Blue Hall of the 
Stadhuset, Miss Hdjer was presented with an address of appreciation together with a 
handsome cheque, which is to be devoted to a project chosen by Miss Hdjer herself— 
a scholarship for some work or study which will be of value to the nurses of Sweden, 
rather than to one individual only. The beautiful lettered presentation scroll referred 
to Miss Héjer’s unselfish and inspiring leadership; also to the vision, ability and 
responsibility which characterized her work for the promotion of health and nursing 
care, for the Swedish nursing profession and for the development of international 
co-operation. 

Miss Hdjer has also been a member of the Swedish Parliament and was President 
of the International Council of Nurses from 1947—1953. 

The new President of the Swedish Nurses’ Association is Miss Gerd Zetterstrém. 





Keep intouch.... 





Send your overseas friends the INTERNATIONAL NuRSING REVIEW. 
Just send names and addresses with money or postal order, to the Editor 
with your name and personal message of greetings. Postage to anywhere 
in the world is included in the annual subscription of 30s. or $4.50. 
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Deople, Dlaces and Projects 


NURSING EDUCATION DIVISION, AUSTRALIA. 


The appointment of Miss Yvonne Schroeder, R.N., B.Sc., M.A., aS Consultant to 
the National Nursing Education Division, is announced jointly by the Royal Australian 
Nursing Federation and the National Florence Nightingale Committee of Australia. 
Miss Schroeder sailed from London for Australia on September | and will be residing 
in Sydney after her marriage. Her experience and specialised training in research 
will be invaluable to the Australian National Nursing Education Division in this 
formulative period prior to the appointment of a Director. The interim objectives 
of the Division are:—to examine and to determine the effectiveness of nursing services 
in regard to the needs of the community; to consider nursing education in relation 
to such service; and the preparation required by persons carrying out present and 
future research activities. 


ASSISTANT DIRECTOR-GENERAL, WHO 


Professor Fred Grundy, Mansel Talbot Professor of Preventive Medicine in the 
Welsh National School of Medicine, Cardiff, has been appointed Assistant Director- 
General, World Health Organization. He is expected to take up his new duties at 
the beginning of 1961. Dr. Grundy obtained medical degrees at Leeds University 
and the University of London: he is also a barrister-at-law. After five years of hos- 
pital work he entered the public health service eventually becoming Medical Officer 
of Health for Luton, Bedfordshire. He has served on many health committees in 
the United Kingdom and has taken an active interest in nursing, particularly public 
health nursing service and training. 


Dr. Grundy acted as a WHO consultant to the Expert Committee on Post- 
graduate Training in the Public Health Aspects of Nuclear Energy and went to 
Ceylon to advise the Government on the consolidation of the island’s public health 
law. As the fourth Assistant Director-General of WHO, a position recently created 
to enable the Secretariat to deal with the growing activities of the Organization, 
Dr. Grundy will be responsible for the Divisions of Public Health Services, of Health 
Protection and Promotion, and of Education and Training. 


ANA CONFERENCE SERIES 


Nurses throughout the United States will have an opportunity early next year to 
discuss ways to improve nursing care at the series of four conferences conducted by 
the American Nurses’ Association in New York City, February 14—17; Portland, 
Oregon, February 28—March 3; Denver, March 5—8; and St. Louis, March 15—18. 
They will cover all areas of nursing practice and will be geared to accommodate 
1,000 nurses, both ANA members and non-members. The focus will be on patient- 
centred care; topics include acceptance of the profession’s responsibility to set stan- 
dards for nursing practice, responsibilities to allied personnel, areas of learning, the 
legal and professional aspects and other pertinent issues. Fee will be $15 for ANA 
members, $30 for non-members. Apply to Section Regional Conferences, American 
Nurses’ Association, 10 Columbus Circle, New York 19, New York. 
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DIVISION OF NURSING, U.S.A. 


The Division of Nursing within the Bureau of State Services, which became 
effective from September 1, brings together two nursing units, the Division of Public 
Health Nursing (from the Bureau of State Services) and the Division of Nursing 
Resources (from the Bureau of Medical Services). Miss Margaret G. Arnstein is 
head of the new Division of Nursing; she has been chief of the Division of Public 
Health Nursing since 1957 and before that, was the first chief of the Division of 
Nursing Resouces for eight years. All functions of the two units will be continued and 
others added as developments indicate the need. The three existing expert advisory 
groups, concerned with nursing research and training, (the National Advisory 
Health Council, the Expert Advisory Committee for the Professional Nurse Trainee- 
ship Program, and the National Advisory Committee on Public Health Training) will 
continue to advise the Surgeon General. The New Division will be concerned 
chiefly with the hospital and public health nursing aspects of community health; 
specific responsibilities will include the planning of extramural nursing research 
grants and fellowships. Relationships will be maintained with professional nursing 
organizations, and other groups, agencies, and individuals concerned with community 
health, as the importance of co-ordinated approaches is fully recognised. 


OLD INTERNATIONALS 


Already on her way to Australia, by the slowest boat available, is Miss Irene H. 
Charley, who has just retired after 34 years nursing service with the Crusader Insur- 
ance, London. Miss Charley is an Old International, an experienced public health 
nurse and a pioneer in the extension of health care to employed workers in Britain. 
As a student nurse at the Bristol Royal Infirmary she saw the tragic results of an 
industrial accident; she can now travel round the world meeting in many places 
occupational health nurses working toward the safety and welfare of people in factories, 
industry and commerce. Miss Charley is calling first at Curacao and Los Angeles; 
she then travels up to British Columbia where she plans to meet a number of friends 
and acquaintances. She is then proceeding by Greyhound coach to various places 
in the United States. She has been invited to address public health and occupational 
health nurses in Seattle at the school of nursing there. She will stay with Miss Nan 
Dorsey in Santa Cruz, California, a friend since the Manchester Square days, and 
then flies via Honolulu ahd Fiji to Auckland, New Zealand, where further friends will 
meet her. She will continue her journey, first to Wellington, then to Sydney, Broken 
Hill, and finally Melbourne, for the ICN Congress. Other ports of call, on the way 
back, include Brunei, Bangkok, Calcutta, Delhi, Istanbul, Scutari, Athens and Rome. 


The round the world link of the Old Internationals’ Association of Florence 
Nightingale Scholars and Fellows is made a reality by such personal contacts, and 
the 2nnual meeting held recently in London, was conducted by its President, Miss 
Mavis Avery, of Australia, during her visit to England. Held at Florence Nightingale 
House in London, members present included Miss van Voorthuysen from Holland, 
who had flown over for the week-end, while Miss Alice Sher and Miss Marjorie 
Astley brought greetings from Miss Dorsey and colour slides following a recent visit 
to her home in Santa Cruz. 


6 














OCTOBER, 1960 





UNRWA at work 





FOR ARAB REFUGEES FROM PALESTINE 


FERNAN PRAGER 


UNDREDS of thousands of men, women, and children, left their homes and land 

as a result of the Palestine conflict in 1947-48; most of them took refuge in areas 

which at present form part of Jordan or the Gaza Strip; others went to Lebanon 
and to what is now the Syrian Region of the United Arab Republic (UAR). 


Merchants, craftsmen and those with professional training generally succeeded 
in re-establishing themselves in the Arab countries without assistance. But this 
group was a minority. Some 70 per cent. of the Arab refugees were small farmers, 
agricultural labourers, or unskilled workers, and the natural resources of the areas 
where the bulk of the one million refugees now live—especially Jordan and the 
Gaza Strip—are inadequate to permit any substantial number of them to become 
self-supporting. 


The United Nations Relief and Works Agency (UNRWA) has been in existence 
since 1950. It has two missions to perform. One task is to provide relief for these 
destitute people, and the other is to find work for them. The second function is 
supposed ultimately to eliminate the first one; in other words as jobs are found the 
need for relief becomes less and is finally eliminated. But after ten years, and due to 
a natural increase in population, there are 170,000 more people dependent on 
UNRWA than there were when the Agency began work. 


The Director of UNRWA, John H. Davis, does not consider this problem hope- 
less. He is confident that it will be solved by the forces that shape the future of the 
Middle East. « As these forces shape the future of the Middle East, they will do two 
things: they will put the refugees to work somewhere, sometime; and secondly they 
will establish a long-term relationship, whatever form it takes, between the Arab 
world and Israel. 


In this context, UNRWA’s role is that of helping the refugee while he has no 
other source of help and doing it in a way which helps to sustain the stability of the 
Middle East so that the forces that will shape the future of that area may work in a 
more orderlymanner. You might say that the services of UNRWA are a pre-requisite 
to a solution rather than a solution. They are also a pre-requisite to an opportunity 
for these countries to attain their potential places as independent nations of the world. 


In this article I wish to tell my colleagues in other parts of the world something 
about health problems among the Palestine refugees, and the ways in which UNRWA 
attempts to tackle those problems. 


Like all other divisions, that of health has its headquarters in Beirut and field 
offices in Beirut, Damascus, Jerusalem and Gaza. The technical responsibility of the 
Division has been given to the World Health Organization which has seconded the 
chief medical officer, a public health engineer, an epidemiologist and a public health 
nurse to UNRWA. 
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The Health Division’s budget for 1960 is approximately five and a half million 
dollars of which one and a half million is spent on supplementary feeding and milk 
programmes for the most vulnerable groups: pregnant and nursing women, infants, 
needy school children and adults. About one million will be spent on sanitation this 
year and the remaining three million on health care. The Health Division has no 
more than 16 internationally recruited employees: 8 doctors, 5 nurses, 1 nutritionist, 
1 public health engineer and 1 medical supply officer, all save 4 doctors and 4 nurses at 
headquarters. 


THEMSELVES REFUGEES 


The significant role the Health Division plays is clear from the fact that one in 
every three workers in the agency is employed by the Health Division. 


Important as we may think ourselves to be, the workload is in the field where the 
attendances for one month early in 1960 were no less than 411,042 at all the various 
clinics; these are run by 100 doctors and 477 nurses and auxiliary nursing staff, most 
of whom are themselves refugees. 


Curative and preventive services are rendered from 89 static and 13 mobile 
clinics in places wheve refugees are concentrated. As the population served by each 
health unit varies from 45,000 to 5,000 and less, it is obvious that the size of the clinics 
and the extent of the services is very different. That the problems encountered are not 
always the same may be clear from the fact that some refugees live in camps and 
villages situated at an altitude of 800 meters, as for instance those living near Ba’albeck 
in Lebanon where there is snow and ice in winter. Then there are almost 100,000 
people living in the Jordan Valley at 300 to 420 meters below sea level, where the 
temperature rises in summer to 45°C. (or 115°F.) and dehydration of young infants 
is a serious problem among the refugees. 


The 89 static and 13 mobile clinics cover 130 points of service. Although almost 
every unit has one qualified nurse (only the very large clinics have two), most of the 
work is done by auxiliary nurses. The reasons for that are twofold: budgetary and the 
great shortage of graduate nurses—problems familiar to all nurse administrators. 


The 102 qualified public health nurses, nurse/midwives and nurses are responsible 
for the curative nursing services like eye treatments, dressings and injections as well 
as the preventive services which include antenatal and infant care, school health 
services, the preyention of the spread of tuberculosis and other infectious diseases and 
a home visiting programme of which health education is an important aspect. 


In all these services nurses are assisted by hundreds of auxiliary nurses and mid- 
wives and by medical helpers, each of whom has been taught either by in-service 
training or through a course on the technique of his or her speciality. 


Two important preventive services, maternal and child care and the immunization 
programme, will be described in more detail. 


MATERNITY CARE 


Pregnant women are invited to attend antenatal clinics regularly. At the clinic 
they are registered, medically examined, advised and treated if necessary. Unfor- 
tunately, as no doubt in many other countries, most people do not want medical 
advice unless they are sick and to make them come we have to offer them something. 
Luckily we are in a position to do that, as every pregnant woman is entitled to monthly 
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extra food rations. To secure clinic attendance these rations are issued on the 
recommendation of the staff of the antenatal clinic. Another ‘ reward for attend- 
ance ’ is the layette which is issued in the ninth month of pregnancy. The layette 
contains a blanket, soap, towel, diapers and six little garments. As UNRWA dis- 
tributes almost 30,000 of these layettes each year, one can understand how grateful 
the Agency is to the voluntary organizations such as the Canadian Unitarian Service 
Committee, which supplied us with no less than 25,000 layettes during 1959-60, and 
to the Joint Christian Committee and the Near East Christian Committee which also 
have made a very valuable contribution to this programme. For 1961 it is the 
Women’s Voluntary Service of Great Britain who have promised us some 20,000 
layettes, a donation which is going to fulfil a great need of many families. 


Most of the deliveries take place in the homes of the people and are conducted 
by traditional midwives, here called ‘dayat’. Probably this system will gradually 
vanish due to the efforts of Governments. In Lebanon and in the Syrian Region 
of the UAR the law forbids the untrained midwife to practise in urban areas. In 
Jordan the Government is training community midwives in a two years’ course and 
hopes gradually to replace the untrained. There is, however, no doubt that this 
process will take many decades. In the meantime UNRWA continues, with the 
approval of the Governments concerned, to train the best educated girls from rural 
areas who are interested in becoming midwives (some of them have had only a few 
years schooling) in a year’s course to become ‘ child birth attendants’. It is important 
to make sure that the candidates will be accepted by their community so a more 
educated relative of an old ‘ daya’ is therefore the most suitable. The illiterate but 
licensed traditional midwife gets as much supervision and in-service training as is 
possible with the small number of staff available. For the time being, all midwives 
with more general and professional education are required to work in the increasing 
number of infant health centres and to supervise and guide their less educated 
colleagues. 


INFANT CARE 


Already during antenatal visits and during home visits mothers are encouraged 
to bring their babies to the infant health centres (75 of which have over 32,800 infants 
on their registers) for control of development and advice. Practically all babies are 
breast-fed and have in that respect a good start in life. But because of the mother’s 
ignorance, troubles begin with weaning and although much time is spent on teaching 
and demonstrating, some of the babies of 8—18 months are not doing as well as they 
should be. 129 infant feeding centres provide one extra daily meal for this group, 
consisting of very carefully selected locally available food, but unfortunately far too 
few of the mothers accept to come daily with their babies. This excellent service is 
not, therefore, as much in demand as an outsider might expect. 


When time allows, home visits are made, but, because of staff shortage, only to 
infants who are not brought to the clinic, in some areas to the newborn and the mother, 
and everywhere to non-hospitalized tuberculous patients and contacts. 


IMMUNIZATION PROGRAMME 


Through the immunization programme in co-operation and co-ordination with 
the host governments, all refugees are being vaccinated against smallpox, typhoid and 
paratyphoid; children are protected with triple vaccine. 
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EDUCATION OF NURSES AND MIDWIVES 


In the host countries courses lasting two, three or four years are given in three 
different languages, Arabic, English or French. Many of these courses are influenced 
by British and French mandatory periods or by foreign missions. In addition to 
some very valuable local initiative, nursing education is in some schools guided by 
advisers from WHO or United States Technical Assistance at the government’s 
request. The standard of some schools is high. The American University School 
of Nursing in Beirut requires, for instance, high school education for admission and 
is now offering both a diploma and a degree course for nurses. 


In some countries this standard has not yet been achieved, but good progress is 
being made in many places. The Government School of Nursing in Amman, Jordan, 
needs special mention as it is making a great contribution to the standard of nursing 
in that country. 


By means of scholarships, mostly from voluntary agencies’ donations, UNRWA 
provides for its junior qualified nursing staff. There are two forms of post-basic 
education in public health at the American University School of Public Health, 
Beirut, and in midwifery in Lebanon, Jordan and the Syrian Region of the UAR. 


The major health problems in summer are gastro-enteritis, particularly in infants, 
and infective skin conditions and eye diseases. In winter it is the diseases of the upper 
respiratory system that are common. But the red light really appears when small 
infants recovering from the effects of summer diarrhoea, still weak and underweight, 
get arespiratory infection. They are ina vicious circle of misery, and it is only through 
education of the mother, nutritional help and guidance at feeding centres that the 
child comes out of this circle and starts building up resistance against further attacks. 


Although the Health Division has been handicapped by budgetary limitations 
and by constant shortage of qualified staff, its programme may be termed successful. 
During all the ten years of its operation there has been no outbreak of major import- 
ance of any of the infectious diseases and the general health condition of the refugees 
is comparable with that of the inhabitants of the host countries. 

See illustrations facing page 36. 





Village for Refugees—South Africa 


The idea of a refugee village was formulated by the S.A. Refugee Organization 
and is the one long-range project planned by organizations in South Africa to com- 
mence during the World Refugee Year. The fundamental idea is to establish a 
self-supporting village, selecting for its inhabitants refugees from Europe, for prefer- 
ence married couples who immediately form an entity—a barber and his wife, a 
chemist and his wife and so forth, who, far from being put in a camp, will be helped 
to establish their own community. 

Once they have become accustomed to South African conditions, however, 
these families will, it is hoped, become assimilated into the wider pattern of South 
African industry, settling wherever is best suited to their capabilities and the require- 
ments of industry. Thus room will be made in the village for new arrivals from 
Europe, who will likewise have the chance of a fresh start in conditions similar to 
those they will later encounter as citizens of the country. 
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THE STRANGER IN OUR MIDST 


Abstract of the address given by ALice C. SHER, 
Assistant General Secretary, International Council of 
Nurses, guest speaker at the Program Meeting of the 
AMERICAN NurSES’ ASSOCIATION Biennial Convention, 
Miami Beach, Florida, U.S.A. 


URSING, perhaps more than any other profession, brings its members into the 

closest contact with human beings in the times of their greatest need. We, as 
nurses, therefore, have a unique opportunity to contribute, to the alleviation of 
the great problem on which attention is focused in this World Refugee Year, and 
we can do so in an individual and humanitarian way. 


I would like to tell you how we, as nurses, have been trying to help, in the 
most effective way, nurse refugees in particular, through our own international 
organization, the International Council of Nurses. 


One of the post-war activities of the International Council of Nurses is the service 
it renders in connection with the assessment of professional qualifications of nurses. 
It extends this service to both registration authorities and individual nurses; the 
department which undertakes this work at ICN House is officially known as the 
Department of Information on Professional Qualifications of the International Council 
of Nurses. 


What exactly does this service imply and how is it carried out? The International 
Council of Nurses officially instituted this service in May 1950, following a request 
by the International Refugee Organization (which was in the process of being closed 
down) to take over the Register of Qualified Nursing Personnel amongst Displaced 
Persons. 


The International Refugee Organization, known by its initials IRO, was preceded 
by the United Nations Relief and Rehabilitation Administration, which was known 
as UNRRA. The nursing section of UNRRA, in the early stages of its activities, 
concentrated on the actual relief work, as the physical needs of the refugees had to be 
given top priority. 


RELIEF—THEN REHABILITATION 


When the nursing section of UNRRA embarked on the first stages of its activities, 
ie., the rendering of immediate aid to the refugees (known as Displaced Persons) 
who were assembled in camps, it soon became evident that the task was beyond the 
facilities of the existing nursing staff. Unless more personnel became available, the 
whole relief scheme would be impeded, and the second stage—rehabilitation which 
had to follow closely the first stage, relief—could not even be contemplated. 


An appeal went out to all nurses amongst the displaced persons to offer their 
services to the Nursing Section of UNRRA. The response was magnificent and 
exceeded all expectations. Due to this wonderful response it was possible to staff 
the sick-bays of the various camps, to institute maternity and child welfare clinics 
and to introduce other activities in the camps. 
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Moreover, by entrusting these nurses with responsibilities they had enjoyed in the 
past in their native countries and once more opening up for them the path of their 
professional activities, the nursing section of UNRRA was embarking on its second 
phase—rehabilitation. 


PROFESSIONAL CREDENTIALS 


However, a new problem arose; the problem of establishing whether all those 
who claimed to be qualified nurses had completed the prescribed nursing training at 
accredited schools of nursing in their own countries. As the refugee nurses were 
from different countries and of varying nationalities, establishing their professional 
qualifications seemed to be an insoluble problem. 


A way was found by setting up a nursing board composed of representatives of 
refugee nurses of different nationalities, who had held leading positions in their own 
countries and, therefore, were well informed on the nursing training and registration 
there. This nursing board was called into being early in 1947, and was first known as 
the Nurses (D.P.) Advisory Committee, which was later changed to the International 
Nurses’ Screening Board. 


The main objectives as laid down by UNRRA, were: 
To promote and safeguard the professional status of all qualified nurses. 


To assess nursing credentials and to establish the professional status of those among 
the displaced persons who claimed to have been either state registered nurses, 
state certified midwives or state registered feldschers, in their own countries. 


To establish the professional status of those claimants who were no longer in posses- 
sion of their original diplomas. 


To maintain a register of qualified nursing personnel. 


To send copies of this register to the nursing authorities in countries which were 
opening their doors to refugees. 


To issue UNRRA (later known as IRO) Certificates of Professional Status to qualified 
nursing personnel whose bona fides had been established. 


To obtain and maintain liaison with nursing authorities controlling the registration 
of nursing personnel in countries to which refugee nurses were permitted to 
emigrate. 


To safeguard the interests of nurses when UNRRA ceased to exist. 


It was a tremendous task with which the Board was faced. It was felt that the 
best way of coping with this task was to have individual interviews with each claimant, 
so that, when the professional screening was started first of all in the then British 
Zone of Germany, the Board had to be mobile and had to visit every camp for 
displaced persons in order to interview each claimant. Only by this direct method 
was it possible for the interviewing officers to assess the claimant’s professional status 
to the best of their knowledge and belief. 


Difficulties encountered were numerous, especially where claimants were unable 
to produce authentic credentials in support of their claim. It was during these 
interviews, conducted in the language of the claimant, that the circumstantial know- 
ledge of each member of the board relating to nursing legislation, schools of nursing, 
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length of training, etc., proved invaluable. As a result many nurses who might other- 
wise have been lost to the nursing profession were re-established. 


Further, due to various reasons, many nurses failed to come forward for a 
professional interview when the interviewing officers visited a particular area and this 
entailed repeated return visits of the officers concerned. 


When, finally, the International Nurses’ Screening Board left Germany, its 
activities were carried on by means of correspondence. It will be appreciated that the 
latter method was not only time-absorbing, but made a difficult task even more 
difficult. 


While the professional screening was still being carried out in the British Zone 
of Germany, UNRRA was dissolved, and was succeeded by the Preparatory Commis- 
sion of the International Refugee Organization, later the IRO. The Preparatory 
Commission took over, among other UNRRA responsibilities and activities, those of 
the International Nurses’ Screening Board. 


It was resolved that the professional screening should be continued in the British 
Zone of Germany until completed, and that a register of qualified nursing personnel 
should be compiled and a certificate of professional status should be issued to all 
those whose professional status had been established by the Board. 


Many of the nurses interviewed became eligible for emigration and copies of the 
register were sent to the nursing authorities in Great Britain, both to the Ministry of 
Health and the Ministry of Labour. 


As refugees, including refugee nurses, were also being admitted to the United 
States, it was requested that a copy of the register should be made available to the 
American Nurses’ Association, and this provided them with the essential information 
on the professional status of each refugee nurse entering their country. 


Before UNRRA closed down, the Chief Nursing Adviser in the British Zone 
of Germany fully informed the Executive Secretary of the International Council of 
Nurses, whose headquarters were still in the United States, of the activities of the 
Board, and of the compilation of the register. 


In the autumn of 1947, the International Nurses’ Screening Board commenced 
operations in the US Zone of Germany, in which the experience previously gained 
in the British Zone was of tremendous value—here there were many more claimants 
and a larger area to be covered. Subsequently the Western Sectors of Berlin were 
visited, and refugee nurses residing in those Sectors were interviewed. Early in 1948, 
the board travelled to the French Zone of Germany and continued its activities there. 


As it was impossible for the board to travel to Austria, another screening board 
was set up in Austria, composed of representatives of senior refugee nurses of various 
nationalities temporarily domiciled there. All doubtful cases were referred to the 
president of the original Board for her final decision. The Chief Nurse of the Inter- 
national Refugee Organization in Italy interviewed nurses among the displaced 
persons there and collected relevant documentary evidence. 


AN IMPRESSIVE RECORD 


The result of this exhaustive and detailed screening was that 1,292 people were 
issued with UNRRA and/or IRO Certificates of Professional Status; the total of the 
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persons interviewed was obviously more than double this figure, as the records of the 
semi-qualified personnel nursing auxiliaries, laboratory assistants, masseurs, etc. 
show a figure of 2,595, making a total of qualified and semi-qualified persons inter- 
viewed of nearly 4,000. The semi-qualified personnel were not issued with an IRO 
Certificate, but details of their particular training, as far as it was possible to establish 
this, were entered in each individual record. 


ICN TAKES OVER 


This, in brief, is the historical background. I shall now turn to the activities of 
the International Council of Nurses through its Department of Information on 
Professional Qualifications—the direct descendant, if I may so call it, of the Inter- 
national Nurses’ Screening Board. 


In May 1950, when the International Council of Nurses was asked by the Inter- 
national Refugee Organization to take over the register of qualified nurses amongst 
displaced persons, an agreement was signed in Geneva between the two organizations, 
whereby the International Council of Nurses pledged itself: 


To be responsible for maintaining and amending the register. 


To continue to assess the credentials of refugee nurses whose professional status had 
not at that time been established. 


To give professional advice to refugee nurses. 
To deal with all relevant correspondence. 


It is exactly 10 years since this agreement was signed, and all those who were 
involved in this transaction were of the opinion that the work, at least as far as the 
assessment of credentials of refugee nurses was concerned, would be completed in a 
couple of years. It was hoped that the refugee nurses would be permanently settled 
by that time, and that the information assembled by the International Nurses’ Screen- 
ing Board, by then held by the International Council of Nurses, would assist the 
registration authorities in dealing with their applicants for registration. 


But now, 10 years later, due to the world situation, not all those refugee nurses 
have been resettled, and thousands and thousands of new refugees have joined the 
existing numbers. The assessment of professional qualifications, therefore, is con- 
tinuing and seems likely to do so for some time to come. 


NEW PROBLEMS 


When the International Nurses’ Screening Board started its activities, it was 
faced with refugees from European countries. With the changing world situation 
since World War II, many new groups of refugees have emerged, including those from 
the Far East and Middle East countries, and the work of assessing and establishing 
professional status is, therefore, on the increase. 


It is no longer possible to arrange personal interviews as in the early stages, 
and it often proves extremely difficult, due either to the complete lack of authentic 
credentials or to the inadequate documentary evidence supplied by applicants, to 
deal with these individual cases by correspondence. But approximately 95 per cent 
of all assessment of credentials has to be done by correspondence. 
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Individual cases referred to the department now number 5,735, received from 
83 countries, and 40 per cent. concern refugee nurses, while the annual out-going 
correspondence fluctuates between 1,800 and 2,000 letters. 


REGISTRATION AUTHORITIES 


Paragraph 7 of the main objectives of the International Nurses’ Screening Board, 
reads: 


‘To obtain and maintain liaison with Nursing Authorities controlling the 
registration of nursing personnel in countries to which refugee nurses are per- 
mitted to emigrate.’ 


This paragraph implies close co-operation with the registration authorities in the 
various countries. At the beginning of our work there were but a few nursing 
authorities with whom we had this close contact. We are gratified to say that the 
numbers have nowincreased greatly; for example there are 45 registration authorities 
in the United States alone, with whom we enjoy the closest co-operation. Nor is it 
only the registration authorities which write to the International Council of Nurses; 
often the reverse is the case—the International Council of Nurses writes to the registra- 
tion authority on behalf of a nurse who is in the process of seeking registration. 


The Department of Information on Professional Qualifications has extended 
its services also to nurses who are not refugees, but who seek experience abroad, and 
who therefore have to obtain registration in the country of their choice. 


In order to give satisfactory assistance to both the registration authority and the 
individual nurse, the International Council of Nurses depends to a large extent upon 
the professional information assembled since the International Council of Nurses 
was founded. It cannot be emphasized strongly enough that only through the closest 
co-operation with the national nurses’ associations in full membership and with its 
associate members can the International Council of Nurses carry out this important 
work with its inevitable human repercussions. By supplying us with information 
reflecting the various aspects and stages of nursing development in their respective 
countries, the national associations will be assisting the International Council of 
Nurses to give satisfactory help both to themselves and to the individual nurse. 


A PERSONAL SERVICE 


I would like to tell you of two cases, which I shall never forget. A refugee 
nurse from a Far Eastern country was seeking registration in a Western country 
but was unable to produce any documentary evidence in support of her professional 
status. She had fled from her home without being able to bring her nursing diploma, 
let alone a transcript of her individual record. When her application for professional 
recognition was referred to the ICN Department of Information on Professional 
Qualifications, an attempt was made to assemble relevant information pertaining to 
her training. Among other points to be clarified were: the address of the school 
of nursing, dates of training, details of the syllabus, theoretical and clinical instruction, 
etc., all of which are essential to a satisfactory evaluation. Thena searchat ICN House 
began. Old records and files containing valuable information relating to specific 
periods of training in different countries were consulted. The information in these 
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files is not all in English and as membership of the International Council of Nurses 
at present includes 46 national nurses’ associations and 21 associate members, docu- 
ments may be in one of many languages. After considerable research, an old record 
was discovered which listed various groups of graduates and gave the names of each 
member of each group, amongst which was the name of the applicant in question. . 
This was evidence that she was a bona fide graduate of a state-accredited school of 
nursing and a fully qualified state registered nurse of her country. Not only that, but 
among these old records, there was a very valuable copy of the approved curriculum 
which was followed at the school of nursing during the period of the applicant’s 
training. Thus it was possible to supply the registration authority with essential 
information regarding the school of nursing, the length of training and the syllabus 
followed. 


This success was only possible because the International Council of Nurses 
held detailed information which had been supplied many years ago by the national 
nurses’ association, with whom, at present, we are unable to establish direct contact. 
We are particularly gratified when cases of this nature can be brought to a satisfactory 
conclusion which, to the refugee nurse, means the beginning of a new professional 
life. 


There are other countries, whose national nurses’ association has never been in 
membership with the International Council of Nurses and we do not therefore hold 
any authentic information on nursing in those countries in our old records. The 
greatest difficulty arises when we have to deal with applications from refugees from 
such countries and I will tell you of a case which does not have a happy ending and, 
unfortunately, there are many. 


THEIR FUTURE? 


An elderly nurse, who had held senior nursing positions in her home country, 
was without documentary evidence of her professional status, and, despite extensive 
correspondence, it has been impossible to obtain conclusive proof of that status in 
her home country. Neither has it been possible to obtain full particulars of the 
syllabus she followed during her training. Due to the fact that she is elderly and in 
poor health, she is unable to cope with the language difficulty; this prevents her from 
taking supplementary nursing training and sitting for the required examination. 
She therefore cannot follow her chosen profession. The future for her seems very 
bleak indeed. 


These are only two examples of many similar cases referring to refugee nurses 
who have already emigrated, and thus have the chance to become citizens of a new 
country. There are, however, nurses who, until recently, were not accepted for 
emigration, due to impaired health or to family ties, i.e., a member of the family was 
not acceptable to the immigration authorities, mainly for health reasons. 


There comes to my mind the case of a very gallant refugee nurse, who had to 
assume the whole responsibility for her family, as her husband was rendered an 
invalid during the last war and could not be fully employed. Because the wife and 
not the husband was the main support of the family, one country—where they had 
family ties and to which they therefore wished to emigrate—refused to receive them. 
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Fortunately, another country did accept them and the wife, who is an excellent nurse, 
had no difficulty in obtaining registration. She is now actively engaged in her profes- 
sion, but mainly on night duty in order to be free to devote some time to her family. 


The nursing profession has already done much for its less fortunate colleagues. 
I am convinced I am not exaggerating when I stress that it has done more than any 
other profession for its members internationally. It was the nursing profession which, 
in the chaotic days following the cessation of hostilities, not only worked to relieve 
the physical needs and sufferings of all the refugees, but realized acutely the necessity 
for a long-term policy for their rehabilitation. 


But as an individual what can each one of us do to make the refugee nurse feel 
at home in our hospitals or our districts, in our countries? The conditions may be 
strange, the language almost certainly will, and she may still be suffering from the 
upheaval caused by the shattering experiences which have made her a refugee. Such 
experiences not only involve the loss of one’s country, home and family, but also— 
security. Suddenly, all this is lost, and the impact of this loss may remain with the 
refugee for many years to come. 


Resettlement in a new country, greatly though it may be anticipated and looked 
forward to, is a process of readjustment which needs all the help and sympathy that 
each one of us is able to give. 


The ultimate goal of the efforts the free world is making during World Refugee 
Year is the resettlement of these people, so that they may take their rightful place in 
the human family, and thus solve the refugee problem, at least in Europe where it 
has been with us for nearly 16 years. 


Bringing the magnitude of the task to the notice of each one of us, the High 
Commissioner for Refugees has expressed his hope and belief that the ultimate aim 
of the World Refugee Year will be realized. It is up to each one of us to make every 
possible effort to ensure the success of World Refugee Year, which is the greatest 
human challenge ever made to the free world. 
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STROKE 


a diary of recovery 
DOUGLAS RITCHIE 


* The author was only 50 and head of B.B.C. Publicity when this illness struck him. . . 

To the many people who care at home for someone disabled after a stroke this book 

must bring help, encouragement, and increased understanding..—NURSING TIMES 

First Edition 1960 12s. 6d. 
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The Use of Epoxy Resins and the 
Danger of Dermatitis 


Address by E. O. LONGLEY, .B., B.S., Medical Officer, Division of Occupational 
Health, Sydney, ata Refresher Session for nurses in occupational health, October, 1959. 


NLESS employers and employees observe strict safety precautions while using 

many of the currently available epoxy resins, they will almost certainly experience 
an outbreak of dermatitis. World wide industrial medical literature shows that this 
is not just a local problem. 


Many of these outbreaks could have been avoided had those concerned been 
fully aware of the nature of the product being handled. 


PROPERTIES OF EPOxY RESINS 


It appears that the use of epoxy resins will gain in popularity in the plastics 
field due to certain useful properties which they possess. 


They are resilient and strong, thermosetting and heat resisting, resistant to shock 
and vibration, freely mixible with filling agents such as metal powder, make excellent 
bonding agents with fibreglass, and most important, they do not shrink. In this 
regard they are suitable for jobs where other plastics such as polyesters and poly- 
styrenes are not. 

The epoxy resins have a widening variety of useful applications, such as surface 
coatings (e.g., as a rendering material when mixed with sand), laminating, casting, 
potting, tooling, encapsulating and insulating electronic circuits, and electrical parts, 
and textile-treating (for increasing durability and crease resistance). They will bond 
almost anything to anything else, with a few notable exceptions, viz: zinc, brass, 
P.V.C. and polythene. 


Chemistry 

Most of the uncured resins are the reaction product of two chemicals, ie., 
epichlorohydrin and diphenylolpropane. 

Curing of the resins is brought about by the addition of any one of a variety of 
hardeners. 

The commonest hardeners are amines, such as ethylene, diamine, diethylene 
triamine, triethylene, tetramine, dimethylamino propylamine, diethylamino propy- 
lamine, triethylamine, metaphenylene diamine, methylene dianiline, and piperidine. 

Others such as acid anhydrides, polyamides, and phenolic materials can be used, 
but at the time of writing are not in general use. 

Of the amine hardeners, certain modified amines, claimed to be less irritating 
than the normal amines, are termed ‘ minimum irritation potential’ hardeners. 
These are amino in character, and are, at best, only relatively less toxic. 


Most liquid amines are very volatile and may fume profusely with a pungent 
aroma. They are highly reactive chemically and physiologically, are strongly alkaline, 
Reprinted from The Australian Nurses’ Journal, January, 1960, by courtesy of the editor. 
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and soluble in water. Because of the latter they are also soluble in perspiration. 
Workers who perspire freely are therefore especially susceptible to dermatitis. 
Similarly the incidence is likely to be higher in hot weather than in the winter months. 


Toxic EFFECTS 


Contact Dermatitis 


Several eminent skin specialists have stated that they consider exposure to 
epoxy resins and amine hardeners to be the greatest single source of ‘ contact’ 
dermatitis in industry today. 


The Division of Occupational Health, of the New South Wales Department of 
Public Health, in recent months has seen many outbreaks of dermatitis from this 
cause. In nearly all cases the product was handled carelessly and without proper 
safeguards. To those about to commence to use this product of this modern age, 
the following brief details of some of the outbreaks which have occurred in New 
South Wales will, we hope, serve as a timely warning. 


1. One man used epoxy resin and hardener in rendering floors and draining 
channels with an acid resistant material. He used bare hands on one occasion, 
and rapidly developed dermatitis of face, neck, hands and forearms. 


Later, when using the material under strict control, he washed his hands in water 
previously used to rinse his gloves. He suffered a severe recurrence. 


2. The manager of a brush company developed a rash on the face and eyelids 
after using epoxy resin for one day, experimentally. Here fumes were the cause. 


3. An employee manufacturing epoxy resin suffered a chemical burn with 
blistering following one accidental splash—with later dermatitis. 


4. Two employees had used epoxy resin in the manufacture of golf club heads. 
Both developed dermatitis after a few weeks. 


Previously, in the same factory, an outbreak of dermatitis had occurred in the 
fishing rod section where three men had been affected by a different hardener. 


5. Two men were employed using epoxy resin to glue glass sheets to aluminium 
sheeting. Both developed dermatitis, one man becoming so sensitive that he could 
no longer enter the room where this was done. The process has been abandoned. 


6. One electronic firm manufacturing small condensers used epoxy resin to 
make small mouldings. The four employees soon all had dermatitis. A further 
patient had already left due to dermatitis. 


All of the factories already discussed were small ones, and, as a result, the num- 
bers of people occupationally exposed was not large; nevertheless the overall incidence 
of skin trouble was approximately 80 per cent. It must not be assumed that dermatitis 
has been confined to small factories. For example, in one large electrical factory 
almost 200 cases have occurred in two years. Dr. W. F. Cooper, Medical Director 
of General Motors Holden, writing in Factory (September 1, 1959) states— 


Of 65 persons employed by this firm over a 17-month period, 23 contracted 
dermatitis. Labour turnover in the same period necessitated the engaging of 
125 more employees. Of these, 47 contracted dermatitis. 


The writer does not wish to convey the impression that it is impossible to use the 
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epoxy resins without somebody contracting dermatitis. This is not the case. How- 
ever, in all cases where they have been used without trouble, this has only been 
as a result of strictly observing certain safety precautions. 


Dermatitis can arise in three ways: 


(1) Primary irritation. 
(2) Sensitization. 
(3) Cross sensitization. 


Primary irritation. This can occur from fumes or skin contact with either the 
resin, the hardener, or from the mixture. 


This primary irritation is due to the strongly alkaline nature of the material. Hot 
splashes may cause severe burns. Splashes should be removed immediately by 
sponging with acetone. 


The primary irritation varies from individual to individual, and skin contact 
may result in either no ill effect, transient erythema, minimal dermatitis which clears 
up as the skin * hardens’ (not to be expected), or a severe and persistent dermatitis. 
(Erythema means reddening of the skin.) 


Much has been said concerning individual susceptibility to dermatitis from 
primary irritation. Some firms employ only dark, greasy-skinned individuals, and 
reject fair-skinned and red-headed people. Generally, our findings are that no one 
can assume immunity, but skins which sunburn readily usually react more severely 
to the epoxy resins and hardeners. Some skins are so susceptible that dermatitis 
may occur after a few hours at first exposure. Other skins show no reaction to 
immersion in mixed resin and hardener for some hours. 


The degree of sensitivity to primary irritation does not accurately prophesy the 
likelihood of secondary irritation, or sensitization, occurring. 


Sensitization. Opinion throughout the world is almost unanimous that the 
incidence of dermatitis in those at risk can be up to 100 per cent. 


Sensitization may occur after a few hours, days, months or years and may result 
from contact either with the resin or hardener (especially the amines). This phenom- 
enon occurs in the fair or dark skinned with almost equal facility, and results either 
from skin contact or exposure to the vapour. In connection with the latter, the writer 
knows of one manager of an engineering factory who develops a mild rash if one of 
his employees carries a moulded epoxy resin object through the room in which he is 
working. 


Sensitization may occur due to handling the cured resin, or from the dust from 
sanding, drilling or sawing. 


Patch Testing. With the epoxy resins, patch testing should never be carried out 
as this procedure can cause sensitization, and is of no value in prophesying suscepti- 
bility. A positive reaction can be expected in almost every case if the test is made 
with material of the strength used industrially. 


Cross Sensitization. Development of a sensitivity to epoxy resins and hardeners 
may result in a cross sensitization for other materials, e.g., polyesters, which would 
not otherwise occur. 
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EFFECTS ON OTHER PARTS OF THE BODY 


Ingestion. Accidental swallowing of the uncured epoxy resin has not been 
observed in humans. It is expected that if it occurred it would result in gastric 
irritation and central nervous depression. 


No systematic ill health has been observed due to skin contact or inhalation of 
vapours of resins plus hardeners. 


Respiratory system. Asthma-like reactions to the inhalation of fumes and dust 
from sawing cured resin have been noted. This is especially likely to develop in 
susceptible subjects. 


Inspired vapour causes attacks of coughing, followed in some cases by respiratory 
diseases. No permanent respiratory damage has been noted. 


Nose and Throat. Local irritation only. No septal damage has been observed. 
(The septum is the internal partition of the nose.) 


Eyes. Splashes in the eyes cause acute pain and inflammation, and unless the 
chemical is washed out with water, severe damage to the cornea (the transparent part 
of the eye) may result. 


Blood. No blood changes have been observed. 


PRECAUTIONS TO BE TAKEN 


Do not forget that both epoxy resins and hardeners can, and frequently do, 
cause dermatitis. 


The first case of dermatitis to occur in a factory is proof positive 
that the safety precautions are inadequate. If you can’t find 
the cause, seek help from the Division of Occupational Health. 


(1) Fume Control. Although this is of secondary importance remember that 
some workers have developed a rash from fumes after a very short exposure. Because 
of this it is important that the management provides an efficient exhaust system(s). 
The following sound advice on this aspect of the problem has been written by Mr. 
Jones, a scientific officer of the Division of Occupational Health. 


When bench work with epoxy resins is being done, such as small mouldings, 
filling or insulating, etc., fume control can best be achieved by utilizing booth exhaust 
ventilating systems. For adequate control of fumes, an inlet air velocity across the 
face of the booth of at least 120 feet per minute is required. Booths, in general, 
can be made small, of glass or clear plastic, to enable the operator to see his work. 
The booth should be constructed in such a way that the operator can place his gloved 
hands only inside. 


Portable fans, capable of giving a high air movement, and directed so as to blow 
air over the work and away from the operator could give some control. However 
this method should not be permanently relied on, and should give way to local exhaust 
methods as soon as practicable. 

In certain processes it may be advantageous to have the operations totally 
enclosed and worked by remote control, eliminating possible fume escape. There are 
many ways in which this can be done, depending on operating methods. If required, 
advice can be sought from the Division. 
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Where larger undertakings are anticipated the use of larger local exhaust ventila- 
tion booths planned centrally for convenience of work, should be considered. 
Additionally, the work should be carried out in the least congested areas and under 
conditions of good general ventilation. Open air work where mechanical exhaust 
cannot be utilized, should be contemplated. 


(2) Protective Creams. The so-called ‘ barrier creams’ are useful. They do 
not, however, provide more than a fraction of the safety required. These creams 
should be water soluble, and preferably have a slight anti-alkaline action. If these 
creams are applied properly and regularly to the face, neck and forearms and hands, 
they will provide some degree of protection. In addition they facilitate the removal 
of accidental splashing. 


Many firms manufacture different types of creams—that is to say certain creams 
have been specially formulated against specific hazards. Firms which specialize in the 
manufacture of industrial protective creams will be only too pleased to offer specific 
and detailed advice. 


(3) ‘ No-Touch’ Technique. The employee should be educated to know that 
these resins must be handled with the same care as, say, nitric acid, and be warned not 
to let ‘ familiarity breed contempt’, even when using ‘ minimal irritation potential ’ 
resins and hardeners. 


A ‘ no-touch’ method is used in surgery and the medical procedures. In this 
technique the doctor carries out his task in such a way that his hands never touch 
the object with which he is working. In connection with the use of the epoxy resins 
it is possible to apply certain general principles of this technique and, with a little 
thought and ingenuity, prevent a great deal of skin contact. Without attempting to 
be comprehensive the following list of suggestions is worth close study. 


(a) Gloves, cufflets, goggles, overalls and aprons should be worn. 


(b) The use of disposable cardboard cups for mixing and pouring, to replace 
bowls which require elaborate cleaning. 


(c) Disposable dispensers, containing resin and hardener in a plastic bag, are 
useful; the hardener and resin can be intermixed without opening the bag. The 
whole contents must be used when mixed, as the resin and hardener has a short 
‘ pot-life ’. 


(d) Long-handled stirring rods to keep hands free from contamination. 


(e) Working surfaces of benches should be covered with multi-layered sheets of 
‘butcher’ paper. The top sheet should be torn off and placed in a covered bin as 
soon as the slightest contamination is noticed. (Many cases of dermatitis occur due 
to wrists and forearms becoming contaminated from splashes left on benches.) 


(f) Small articles, such as electronic parts, should be held in forceps, instead 
of the fingers, if too small or slippery to be held in gloved hands or hands coated with 
barrier cream. 


(g) Allimplements used in the hands should be kept spotlessly clean, e.g., don’t 
touch a pair of forceps with a pair of dirty gloves and then pick them up in bare 
hands. 
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PROTECTIVE CLOTHING 


(a) Gloves should be impervious and washable; for example, those made from 
P.V.C. are suitable. Cotton gloves are of little or no value as liquids will rapidly 
penetrate them. 


Do not forget that gloves are liable to be contaminated on the inside—due to 
inserting a contaminated hand or from spillage—or on the cuff due to pulling one 
on with another which is already contaminated. 


It is therefore necessary to clean gloves on the hands with a solvent, such as 
acetone, then rinse in hot, soapy water. After the gloves have been removed, wash 
the insides in hot, soapy water, dry and powder. 


Always hang the gloves up in a clean spot; do not put them down on a dirty bench. 


(b) Cufflets. When wrists and forearms are easily contaminated by splashes, 
disposable paper cuffs should be used; these should be thrown away when contam- 
inated. Many cases of dermatitis have been seen due to soiled overall cuffs. 


(c) Overalls and Aprons. Overalls should be laundered as soon as contamination 
is visible. Aprons made from plastic should be worn if splashing is heavy. 


The writer has seen several cases of dermatitis of the face and neck caused by the 
wearing of contaminated pullovers; skin contact occurs when the front of the garment 
is pulled over the face and head. 


(d) Hoods. Unless a hood is of the positive or pressure air type it is frequently 
not satisfactory as the fumes tend to concentrate under the hood and so accentuate, 
rather than lessen, the risk. In some specialized instances there may be a need for a 
complete plastic suit, or distance breathing apparatus, coupled up to its own 
independent supply of air. 


(e) Goggles. Goggles are necessary to guard eyes against splashes. They 
should be a snug fit to exclude fumes. 


DECONTAMINATION 


(a) Any splashes on the skin should be instantly removed with a clean cloth 
which should not be thrown down on the bench and used again. ‘ Spot’ cleaning 
with solvents, such as acetone, is permissible, but of course, washing the hands and 
arms in a solvent is indefensible as this practice itself can cause dermatitis by de- 
fattening the skin. 


Disposable tissues—such as ‘ Kleenex ’"—can safely be used for removing acci- 
dental splashes provided that each sheet is only used once. 


(b) A bowl of 3 per cent acetic acid should be kept on the bench. After wiping 
splashes from: the skin, neutralize any remaining resin on the skin by swabbing with 
3 per cent acetic acid solution. 


(c) Follow (a) and (5) by immediately washing the affected part thoroughly 
with hot, soapy water. A supply of hot, soapy water should be available close to or 
at the working area. 


Hot splashes on the skin should be removed as recommended above. Such 
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splashes usually blister, but if decontamination is effectively carried out, healing is 
not retarded. 


(d) Hands should be thoroughly washed in hot, soapy water at the end of each 
shift, and before going to the toilet. 


Dermatitis of the face has occurred due to wiping the sweat from the forehead 
with the back of the hand. 


Dermatitis of the genitalia has occurred due to going to the toilet without 
properly washing the hands. 


The management should allow employees adequate time to implement these 
recommendations—that is, if a girl is splashed 6 or 7 times she must have time to 
* decontaminate ’ herself fully on each occasion. 


(e) Before resuming work, i.e., after a tea break or washing one’s hands, rub 
a little restorative cream, such as lanoline, into the skin. 


Splashes in the eyes are painful. Wash copiously with fresh running water until 
an eye bath of boracic acid lotion can be used. See a doctor immediately after this 
first aid treatment has been given. 


CONCLUSION 


By paying strict attention to the safety rules and principles just outlined, it is 
possible to use the epoxy resins without any ill effect whatsoever. This has been 
proved in numerous New South Wales firms. However, on the other hand, it has 
also been proved that if, either management does not provide first-class working 
conditions, or the workers do not exercise extreme care in their working methods, 
many people will develop a dermatitis. In many instances this disease will be severe, 


If you are in doubt as to whether or not your factory is safe from this point of 
view, then remember the old Arab proverb which says: 


* Consult a man of experience. He gives you what cost him much, and for which 
you pay nothing.’ 
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OCCUPATIONAL HEALTH 


JOSEPHINE A. CIPOLLA reports on the 13th International 
Congress held from July 25-29 at the Waldorf-Astoria, 
New York. 


More emphasis should be given to preventive aspects of occupational health. A more 
positive attitude is needed to extend and improve the occupational health programmes 
in small industries. More teamwork with the industrial hygienist, in tailoring the 
process to the worker, is necessary. There should be greater consideration given to 
employment of the handicapped person. In order to cover a larger portion of the world 
population, occupational health programmes must be extended... . 


Such remarks challenged the 1,400 persons from 49 nations attending the 13th 
International Congress on Occupational Health in New York City in July. 


In his address, Dr. Sven Forssman of Sweden, President of the Permanent 
Committee and International Association on Occupational Health, discussed the 
committee’s activities, and the trends and future problems of occupational health. 
He noted that in accident prevention an emerging trend is the increasing attention 
given to incorporating safety within the machine at the time it is being designed; 
that emphasis is being given to establishing a ‘ safety attitude’ in the employee, 
using guides which have been set up by specialists; and that utilizing pre-placement 
and periodic examinations to fit the worker to the job, or even adjustment of the job 
to the worker, have been found necessary. This greater control and constant evalua- 
tion of the working environment by industrial hygienists, substantially diminishes 
environmental causes of accidents. As an example of dramatic success in this area 
Dr. Forssman pointed out the almost complete extinction of lead intoxication. 
Continued supervision can also prevent or control the reappearance of any supposedly 
eradicated problem, such as lead poisoning in a new industrial process. 


But new techniques bring new problems; for example, atomic energy processes 
require special training courses for health workers to make sure they understand the 
occupational hazards involved. (The industrial phase of atomic energy is the first 
example in history of an industry which came into being with a pre-existing set of 
safety regulations, and proves that control of process, worker, and environment can 
control the occurrence of accidents.) 


In conclusion, Dr. Forssman said that increased automation has moved the 
emphasis from the worker’s physical to his mental abilities, and this necessitates 
an adjustment of the work capacity of the worker. High degrees of mechanization 
lead to newer demands on the worker. For example, the worker may spend days or 
weeks observing instrument panels with little effort. Then suddenly, he may be 
pressured to evaluate much information in a very short time. 


Through ergonomics, human engineering, the achievement of balance between 
work load and worker’s capacity is sought. Since the worker’s tolerance of working 
conditions affects his attitudes and, consequently, his efficiency, the derivation of 
enough satisfaction from a highly automatized occupation may present a problem. 
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The objective collection and analysis of data may lead to the introduction of better 
working methods conducive to improving work satisfactions and attitudes. 


An alchoholism consultation clinic’s experience was described by another 
congress speaker. The majority of patients seen in this clinic had records of long 
employment and a follow-up study of employees who had been treated revealed 
favourable changes in psychiatric symptoms as well as improvement in vocational 
and personal areas. 


Another speaker reported on research in the field of mental health which showed 
that early attention to manifestations of emotional and social disorder is of definite 
value from an economic as well as humanitarian point of view. The incidence of 
suicide among industrial workers was ranked in fourth position as a cause of death. 
Occupational health and supervisory personnel are in a position to identify these 
pre-suicidal personalities, and resourcefulness in structuring a barrier to this problem 
of suicide is needed. 


Congress speakers also pointed out that increase in life expectancy has brought 
with it special occupational health problems. Older employees may produce job 
placement problems and environmental adjustments may need to be made for them. 
However, the advantages of an older employee population may well outweigh its 
accompanying problems. 


Special problems involving developing countries were brought out with emphasis on 
the fact that occupational health programmes must be developed to meet the specific 
needs. Occupational health problems in these countries are complicated by rapid 
industrialization with its concomitant population move from rural areas to cities. 
Low standards of living, short life expectancy, high rates of illiteracy, and chronic 
diseases, also contribute to the problem. Congress speakers indicated that special 
emphasis may have to be given to design of mechanical equipment and to control 
of environmental hazards together with frequent periodic health examinations. In 
these developing countries, follow-up medical care is a necessity and emphasis on 
nutrition is especially important. Since occupational health programmes cover a 
minor segment of the total population, pioneer health work, co-ordinated from the 
beginning to general public health services is needed. The programme requires 
special adaptation to the social and economic needs of the developing country. 


PROFESSIONAL STATUS 


Some problems of the doctor and nurse in industry were described during the 
congress. For the doctor, it is his level of professional status which is often considered 
inferior to that of his colleagues who practise outside the field of occupational health. 
Added to this is his salaried circumstance plus a patient-doctor relationship in which 
there is freedom of choice for neither, and in which the employer of both is often a 
third party. The nurse’s salaried status is not a deviant pattern. However, her 
professional status is not as well established as that of the physician and, hence, she 
is more likely to be pressured away from her professional norms, particularly when they 
conflict with those of the company. 


A pathologist speaking to the congress stressed the importance of recording 
all circumstances accompanying the death of a worker, regardless of whether or not 
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there is evidence of any relevance. Only complete recording on the part of occupa- 
tional health pe1sonnel together with a complete list of all the pathologist’s findings 
can provide an accurate determination of the degree of causal relationship which may 
exist. 


That the concept of ‘income neurosis’ is not sufficiently recognized in the 
occupational health field was also emphasized by speakers. This is a neurosis 
established by law; that is, the ill or injured sufferer does not pretend but rather 
makes strong, intentional use of the advantage bestowed by social laws. Persons 
who are not psychologically or socially mature and those who have not reached the 
technical development of a working personality are most deeply affected. They 
feel strangers to the working environment and believe that the protection of the 
social laws is unlimited. They believe themselves handicapped and society guilty. 
This reaction is related to the excessive value this worker places on social legislation. 
The therapy is a social and prophylactic one—a return to work. 


In selling an occupational health programme to management, occupational 
health personnel who are experienced and well-informed should present a scheme 
tailored to the needs of the industry, was another point brought out by congress 
speakers. This preparation should include an analysis of workmen’s compensation 
and group insurance regulations and claims. A medical survey of the industry may 
be necessary. 


Congress participants also analyzed medical examinations for executives and 
concluded that they provide a baseline of health status for subsequent care. For 
example, when abnormal pathology is revealed at a relatively early date it made the 
individual health conscious resulting in a tendency to improve his living habits. 
Treatment or correction of revealed abnormal conditions, advice about living habits, 
avoidance of serious ailments and peace of mind were benefits most often acclaimed. 
All employees benefit from an occupational health programme. 


HosPITAL OCCUPATIONAL HEALTH DEPARTMENT 


An example was given of an occupational health department which was estab- 
lished within a hospital for the purpose of making occupational health services 
available to the workers of 1,000 nearby factories. The nurse in the health unit was 
a consultant who first made contacts with 40 firms which employed one or more 
nurses. These nurses were invited, through the managements, to visit this hospital 
occupational health department one day per month for group discussion and in- 
service education. The consultant followed these meetings with visits to the nurses 
in their respective industries to strengthen liaison between the in-plant nurse and the 
services offered by the hospital unit. Within two years, three occupational health 
departments were operating on a co-operative basis in the service of 35 firms employing 
approximately 4,000 employees. 


Occupational health services are usually found in large industries, but extending 
occupational health programmes within small industries is relatively more difficult. 
This problem is currently being studied by the World Health Organization and the 
International Labour Organization. 


The education of occupational health nurses varies with the needs of their 
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countries, according to congress speakers. For example, in England and Finland 
nurses can take a post-graduate course in occupational health nursing; the former 
offers a six and a half months course and the latter offers an eight months course. 
This is a recognition of the fact that the occupational health nurse practises within 
a specialized area which requires advanced knowledge and skills in both the scientific 
and liberal areas of learning. The French occupational health nurse is oriented to 
the curative aspects of health care. The family is the focus of the Swiss occupational 
health nurse, therefore midwifery and paediatric nursing are cssential requirements 
for her preparation. Some countries are now planning special occupational health 
nursing courses. Many others have the facilities of libraries, refresher courses, nursing 
associations, institutes of occupational health and consultants for improving their 
occupational health nursing practitioners’ educational status. 


One speaker reported on professional standards and economic status of nurses, 
stating that the professional nurse is responsible for improving her economic and 
occupational status. She must continue her reading, study, observation and investiga- 
tion of nursing practice in order to properly execute her fundamental responsibility 
to conserve life and promote health. In return, she is entitled to just remuneration. 
These are essentials to the recruitment of high calibre professional nursing students 
as well as to satisfying present nurse practitioners. 


In summary, occupational health is a well recognized field. International 
co-operation in research is being stimulated and educational programmes are being 
established, extended and improved. The role of government in providing legislation 
and in control of hazards is being clarified. The roles of the occupational health 
team members are intertwined so that total success depends upon the adequate 
performance and progress of all. 


* * * 


MISS OLIVE M. KEIRLE 
(Matron, British Overseas Airways Corporation Nursing Service), writes: 


NYTHING connected with occupational health naturally interests those of us 

employed in industry, and the publicity given in nursing journals and other 
publications made one very much aware of the importance of the International 
Congress on Occupational Health taking place in New York in July 1960. But 
distance prohibits many very keen nurses from attending international meetings and 
New York is some 3,530 statute miles from England. Fortunately, however, being 
employed by an airline medical service, travel did not present a great problem and 
permission was given for two of us to attend the Congress. 


Much pleasure is derived from the preparation and anticipation and we looked 
forward enthusiastically to meeting the American people and seeing their way of life, 
as well as experiencing the privilege of meeting nursing colleagues from all parts 
of the world and exchanging views and ideas relating to our own particular sphere of 
nursing. 


The day of departure eventually dawned, and we flew in a Britannia airliner, 
arriving at Idlewild Airport very early on Saturday, July 23. The following day we 
registered at the Waldorf-Astoria Hotel, where the Congress was held. One could 
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not fail to be fascinated by the hotel’s grandeur and the ornate decor of some of the 
rooms. On registration each delegate was given an attractive brief-case containing 
much information and a programme of daily Congress events. Name badges were 
also provided in the appropriate colour of the language spoken by the individual. It 
was at the registration session that one was impressed by the amount of organisation 
and planning that an international event of this kind involves. 


Representatives of the American Association of Industrial Nurses (AAIN) were 
much in evidence in the registration hall. Mrs. Margaret Steele, the President, was 
introduced to the many nursing delegates. It would be difficult to find words to 
express the spontaneous warmth and sincerity of her cordial welcome to all nurses. 
This warmth and friendliness appeared characteristic of all the American and Cana- 
dian nurses we met. The atmosphere was most cordial, relaxed and informal. 


The Congress opened by a Plenary Session held in the Grand Ballroom of the 
Waldorf-Astoria. The language spoken was English, and headsets were available for 
simultaneous interpretation for non-English speaking delegates. Delegates were 
welcomed by representatives of the various medical and nursing associations of 
America. In the afternoon the huge gathering dispersed to the various rooms to 
attend the sessions in which they were individually interested. The presentation of 
the papers varied considerably, some being very good and some indifferent. The 
microphone technique of some speakers also varied, which added to or detracted from 
the enjoyment:and interest of the papers read. Simultaneous interpretations were 
available at the major sessions. 


On the first evening of the Congress a cocktail party was given to which all 
delegates were invited. This was an opportunity for all to intermingle and make 
contact; the multitude of people made it difficult to estimate the number of nurses 
present. 


RECEPTIONS FOR NURSE DELEGATES 


On Tuesday all nursing delegates were the guests of the American Association 
of Industrial Nurses at a luncheon party given at the East Sheraton Hotel, Park 
Avenue. Most countries of the world were represented. There was a large delegation 
from Finland, some of whom wore national costume. Amongst the many nurses 
was one male delegate from the Netherlands Antilles, who followed each session with 
keen enthusiasm. In the afternoon a reception and tea was given to all nursing 
delegates by Lever Bros. at Lever House, Park Avenue. This is a modern skyscraper 
in the heart of New York, where much thought and planning have been given to the 
construction, acoustics, illumination and air-conditioning. The medical department 
was toured, and the nurses gave a brief outline of their work. 


Wednesday afternoon was given over to field trips, and our choice was the 
Metropolitan Life Insurance Co. Here the delegates were lavishly entertained to 
luncheon before touring the medical department and kitchens. The latter are situ- 
ated in the basement of the building, and present a picture of stainless steel equipment 
and gadgets. This company provides its 17,000 employees with free meals daily, 
so that one can readily appreciate the work involved and the quantities of food 
required. Numerous pamphlets on health education were available for perusal, if 
desired. 
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Many nursing delegates were also entertained privately by groups of American 
nurses. Apart from the great enjoyment afforded by such occasions, and the oppor- 
tunity to sample American fare, they gave further chance for discussion and were 
valuable opportunities for information and learning. 


Much of the value of the Congress lay in the personal contact afforded to par- 
ticipating nurses from all over the world. It gave them the opportunity of exchanging 
ideas and knowledge also of visiting various industrial medical establishments in 
New York which enabled them to make comparisons with services in their own 
countries. They were able to see the comprehensive medical facilities which some 
industries offer their employees and which almost appear to be a recruitment attraction 
in a country where the cost of medical attention is prohibitive and the teenage labour 
turnover high. The Congress also demonstrated the importance given to environ- 
mental conditions in the New World. It was indeed a particularly interesting and 
stimulating experience. 








If you want to know what is 
really happening in British nursing 


YOU MUST READ 


NURSING TIMES 


Edited by nurses for nurses, and the official journal of the Royal 
College of Nursing, the Nursing Times is published weekly by 
Macmillans, London, for 6d. Annual overseas subscription £2. 
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THEATRE NURSE IN THORACIC SURGERY 


Address given by ELsE LA Cour, Theatre Sister, at the 
Nurses’ SyMposiuM* at the XIIth Biennial Congress of the 
INTERNATIONAL COLLEGE OF SURGEONS held in Rome. 


Y experience in thoracic surgery is based on twelve years’ work in the surgical 

department D, University Hospital, Copenhagen. This is a general surgery 
unit of 130 beds of which about 70 are reserved for thoracic surgical patients, including 
those for cardiac operations. 


The operating block has three operating theatres and one examination room; 
the daily operating list may include four thoracic and three or four general cases 
The staff of the operating block consists of 14 theatre nurses, four anesthesia nurses 
and two student nurses. You may think we are more than adequately staffed; 
our surgeons certainly expect to find everything ready for them in the theatre— 
whether for routine operations and examinations or for the emergency in the middle 
of the night. For example the surgeon and his assistant arriving gowned and gloved 
in the theatre in the morning expect to find the patient anesthetized, intubated, 
placed in the correct position on the operating table, with the intravenous drip 
transfusion set up, the skin washed and prepared and the sterile towels in position. 
The surgeon has only to pick up the knife. 


ORDER AND TRANQUILLITY 


The most important single factor in an operating room is order—if this is present 
good working conditions and essential tranquillity will follow. Everything that it 
is possible to prepare beforehand should be ready and a competent theatre nurse 
will know what kind of instruments and type of suture material each surgeon is 
accustomed to use; she will be alive to the possible dangers and complications 
accompanying each operation and, as far as possible, will be prepared to meet them. 
This last point is of particular importance in thoracic surgery where the danger 
of hemorrhage or cardiac arrest are ever present. 


The theatre sister is responsible for the theatre in its entirety with all the different 
types of equipment, except the anesthetic equipment. Thoracic surgery entails a 
great deal of new equipment: special instruments, new atraumatic suture materials, 
new drainage materials and pneumothorax apparatus; but in the operating room the 
same equipment, drums and glove boxes and other miscellaneous requisites are quite 
adequate. It is important that the suction apparatus and the diathermy apparatus 
function satisfactorily. 


The great majority of thoracic surgical operations are performed with the patient 
lying on his side and, as the procedure may take several hours, special care must be 
taken to ensure that the patient is correctly placed and that pressure points are pro- 
tected, otherwise damage to the nerves or arteries will result. Special fittings for the 
operation table are available, but the same result can be obtained more simply by the 


*The introductory address by Miss D. C. BriIDGEs was published in the INTERNATIONAL NURSING 
REvIEw, June 1960. 
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use of different pillows—some filled with sand—and a large strap which passes over 
the hips and is fastened under the table. 


INSTRUMENT CARE 


All over the world the theatre sister has her own way of keeping and preparing 
the instruments. In department D’s theatre it is the rule that all instruments are kept 
sterile. When the day’s operations are finished and the instruments are cleaned and 
arranged on trays, each tray is placed on a sheet folded three times, between the tray 
and the sheet we put an oilcloth, the sheet is wrapped over the tray and fastened 
with autoclave taping and the name of the tray put on the sheet. This done, all trays 
go into the high pressure steriliser. Special instruments are packed separately but 
autoclaved too. This means that our instrument trays are easily transported from 
one operating room to another, when not in use they do not take up much room and 
night and day are ready for immediate use. 


Considering that surgeons use widely different instruments and that each has a 
large selection (there are for example about 50 different artery forceps, 20 different 
dissecting forceps, 20 different rib raspatories) it would be impossible for me to say 
what is needed for a chest operation. I can only give you an idea by describing our 
system of instrument trays for use in thoracic surgery, a system which makes it easy 
for any operating nurse to set the instrument tables. Each tray has a name which 
indicates the type of operation for which it is used such as: standard tray, lung tray, 
heart tray, baby tray and thoracoplastic tray. 


The standard tray consists of general operation instruments, artery forceps and 
towel clips in a big number, the incision is big and the thorax is deep, therefore a 
selection of long dissecting forceps and scissors and long curved artery forceps are 
included. 


EverY TRAY READY 


On the lung tray you find the special instruments for removal of a rib such as 
different rib raspatories, a rib shear, gouging forceps besides rib spreaders and lung 
retractors in different sizes, bronchus clamps, lung forceps, Duval and Allis, four 
different curved clamps for ligating of artery and vein, one aorta coarctation clamp, 
one rib approximator. 


Those two trays are sufficient for a pneumonectomy, lobectomy, a segmental 
resection, hiatus hernia and so on. If the patient is a child of one year or older, we 
still use the standard tray and lung tray, but in the case of a baby we add the baby 
tray, on which you find general operation instruments as well as the special instru- 
ments for the chest all in baby size. 


Vascular surgery: with the above mentioned two trays you just need to add a 
few special instruments for each separate case. 


Ductus arteriosus: one straight aorta clamp, Pott’s ductus clamp, straight and 
angled. 


Blaloch’s operation: different types of Blaloch’s pulmonary artery clamps. 
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Coarctation: Pott’s coarction clamps straight and angled or Crafoord’s coarction 
clamps straight and angled. 


Also for these three operations, one or two right angled hooks, one pair of dissect- 
ing scissors, long and angled. 


Cardiac surgery: when operating on a mitral stenosis, a pulmonary stenosis or an 
atrial septal defect some of the instruments the surgeon uses will be common to all 
three, therefore the heart tray is needed, with its contents of different clamps for the 
auricle, the aorta and the pulmonary artery, cardiac sounds and snares, valvulotomes 
and dilators for pulmonary stenosis, different mitral knives and aortic dilatators. 


The suture materials used in cardiac and vascular surgery will mostly be atrau- 
matic silk, varying from 0 to 5/0, whether the surgeon is making the string suture for 
a mitral stenosis or closing the pulmonary artery after a valvotomy. The age of the 
patient has also to be considered. In most of the cases the surgeon wants the suture 
oiled before use. 


Under a cardiac operation serious complication may arise, there may be a violent 
hemorrhage or even a cardiac arrest. In case of hemorrhage the surgeon will 
need clamps, suction, plenty of swabs and atraumatic sutures to repare the damage. 
In case of cardiac arrest the surgeon will start giving heart massage, if that is not 
enough, he will stimulate the heart by help of intracardial injections of adrenalin, 
calcium and procain or by giving electrical shock with a defibrillator. 


If the nurse who is scrubbed for a cardiac operation, prior to the start of the 
operation has prepared three syringes, one with adrenalin, one with calcium and one 
with procain (each syringe exactly marked with the name of the drug), and if she has 
checked the suction apparatus, seen that the defibrillator is ready on her table, this 
will help to maintain order in the operating room. 


Cardiac arrest may not only happen while the surgeon is performing a cardiac 
operation; induction of anesthesia in an ill patient is always a danger period and 
patients with thoracic injuries are very likely candidates for cardiac arrest. So in 
the theatre of a thoracic surgery department the opening of the chest and cardiac 
massage in the case of cardiac arrest must be ‘ routine’ procedure. Here time is short, 
so that which the surgeon requires must be ready in a few seconds. To prevent 
confusion we keep an emergency tray ready; this like all our trays is kept sterile 
and—most important—can always be found in the same place. Everybody working 
in the theatre knows where the tray stands. On the top of this tray—the emergency 
tray—are the two most necessary instruments, the knife and the rib spreader, besides 
gloves and towels (if there should be time to towel the patient) and the three syringes 
(with needles) containing stimulation drugs. Beneath lie general operation instru- 
ments and sufficient suture materials to close the chest in case everything goes well. 
On the bottom shelf of the trolley where the emergency tray is placed is to be found 
anesthetic equipment needed in emergency cases. 


For THORACIC INJURIES 


The emergency tray is useful in major thoracic injuries but the essential equip- 
ment required for the immediate treatment of thoracic injuries is rather simple. 
The first consideration in the treatment of a chest injury is to ensure that a free airway 
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is present. The respiration can be insufficient or become so due to a pneumothorax; 
to this end it may be necessary to insert a simple drain or a self-retaining catheter in 
the thorax or to perform a tracheotomy. Replacement of blood loss follows as the 
second most important factor in treatment. Collapsed veins in the shocked patient 
will require setting up a cut-down drip, therefore a cut-down set must be available. 
Fixation of the thoracic wall may be necessary and even thoracotomy for treatment 
of intrathoracic lesions. 


The instruments and apparatus required in major thoracic injuries will be: 


Transfusion apparatus and anesthetic equipment. 


Drainage tubes, drainage bottle and instruments to introduce the tube into 
the thorax. 


Instruments for cut down drips. 
Tracheotomy instruments. 

Instruments for thoracotomy. 
Instruments for osteosynthesis of the ribs. 


BRONCHOSCOPY AND OESOPHAGOSCOPY 


The two most common examinations in thoracic surgery are the bronchoscopy 
and the oesophagoscopy. They can be carried out as for an operation, the surgeon 
scrubbed up and dressed in sterile gown, with a sterile table set. In our theatre these 
examinations are not performed as sterile procedures. Unfortunately we have no 
separate room in the operation block to spare for these two examinations, and 
they have to be carried out in the operating room. In order to simplify matters we 
have had a bronchoscopy trolley constructed. Connected with the electrical wires 
and the central vacuum pump it is ready for use with the bronchoscope, biopsy 
forceps on the top, with 2 telescopes, 1 for oblique and 1 right angled in their 
containers, which are automatically heated and 3 suction tubes, each placed in a 
separate container on the side of the trolley. After each case everything on the trolley 
is removed for cleaning and sterilizing and new instruments set for the next case. 


Nearly all our bronchoscopies are performed in universal anesthesia and our 
bronchoscopes have special side tubes through which the anesthetist can ventilate 
the patient continually during the bronchoscopy. 


This is a short review of some of the principles and methods in our department. 
We have found it useful and convenient to plan the work in this way, but I will 
strongly recommend all who intend to take up this specialty to work in a theatre for 
thoracic surgery for some time in order to get familiar with all the details. This 
review does not deal with the special equipment and methods of work which concerns 
the anesthesia. Thoracic anesthesia requires nurses and doctors specially trained 
in this field. 
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AIDS TO TROPICAL NURSING 
FOURTH EDITION 
By DOROTHY E. COCKER, S.R.N., S.C.M. 
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INTERNATIONAL NURSING REVIEW 


TUBERCULOSIS NURSING 


Paper prepared by the DANISH COUNCIL OF Nurses on behalf of the 
Nursing Service Division of the International Council of Nurses 





INTRODUCTION 


WO thirds of the world’s population live in countries where tuberculosis is far 
from being under control. The fight against tuberculosis means strenuous 
pioneering efforts. Valuable information from many countries is available, but 
in each country the fight is individual, individual often to parts of a country, and 
individual as regards the handling of each patient and family. 


This is a war for the sole purpose of saving lives, not only of those suffering from 
tuberculosis but also of all the seemingly healthy people in the community or in the 
country at large. It is a preventive war. It is costly because only the best material 
will ensure success. The very best human material must be mobilized, doctors, 
nurses of all categories, social workers, occupational therapists, technicians, clerks, 
statisticians and others, all well trained and of outstanding ability. The best of 
combat material must be provided: chest clinics, or general public health centres, 
hospitals, sanatoria, rehabilitation facilities and a programme for placement in work. 


The fight against tuberculosis must be non-political, but safeguarded and sup- 
ported by suitable laws. Some countries have achieved success but that does not 
mean that we can relax. If anything, a rather steep fall of the mortality curve is a 
sign that preventive work must be intensified, and we must not forget that the morbidity 
curve has not gone down in recent years. 


Our hope is that perhaps some part or parts of our work may help others in their 
fight against our mutual enemy. 


It is both interesting and necessary to know something of the historical back- 
ground of the work one is doing. The history of tuberculosis may be divided into 
three important periods: before 1882; after 1882; after 1948. Tuberculosis under 
other names has been known long before our time. Hippocrates (460-370 B.c.) 
studied and wrote about the disease. It is supposed to have originated in Asia. 


Until 1882 anti-tuberculosis work consisted only of treatment. No preventive 
work was attempted as the cause was unknown. Treatment varied from the giving 
of donkey’s milk, human milk, etc., until it was discovered that fresh air and rest 
were the best treatment. This resulted in the setting up of the first sanatoria, also 
to provide isolation since the disease was obviously infectious. 


Tuberculosis continued to spread more and more until it was considered a 
public enemy. (In 1901 the French reckoned that about 150,000 people died every 
year of tuberculosis, and reports from other countries were just as alarming.) 
Scientists all over the world, doctors and bacteriologists worked hard to discover 
the cause of ‘ the white pest ’ which took so many lives. 

Two names from this rather hopeless period must be mentioned: the French 
doctor Jean Nicolas Corvisart (d. 1821) for his percussion method, and another 
French doctor Rene Liaennec (d. 1826 from tuberculosis) for his use of the stethoscope, 
both great helps in the diagnostic technique. Laennec also gave the disease the new 


36 


P ARAB 















+ 


apag eeFUGEE CAMPS 
* near 4ST 











‘For Palestine Refugees 


A 











The patient’s temperature has been reduced to about 
86°F. and he lies on the special hypothermal table, 
held firmly in position. Parts of the body not exposed 
for the operation are enclosed in a box in which tempera- 
ture may be lowered or raised as deemed desirable. 


The patient is ready as soon as blood pressure, pulse rate, 
oxygenation and temperature are most suitable; the 
anaesthetists carefully watch the oscilloscope. On the 
left is the EngstrOm-Herzog respirator for controlling 
the patient’s breathing. On the right is a special table 
with a fixed platform on which one arm rests and on 


which bottles are mounted with various contents. They 
bottles are connected by thin plastic tubes to the patient 
arterial and venous systems. Branch tubes make 
possible, if desired, to register optically blood pressuy 
and pulse, as may be seen on the oscilloscope which als 
shows continuously various electro-cardiographic reading 
as well as the electro-encephalogram. 


Below: Visiting doctors and members of the. staff 
observe through windows in the. dome-shaped theatre 


Photographs and text reproduced by courtesy of TipsKRiIFT FOR SVERIGES SJUKSKOTERSKOR, May, 1960 
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Pro: rssoR C. CRAFOORD WRITES:—- 


‘The great majority of the patients are young people; 
those with malignant tumours in no wise predominate. 


‘The patients come in severely disabled, and this 
means major and very risky operations. My experience 
shows that in spite of the disheartening element, great 
satisfiction is derived from the fact that the majority 
are restored from complete disablement and return 
to their homes and families, fit and fully recovered. 
Each member of the staff knows that his or her con- 
tribution played its own important part in the success‘ ul 






onclusion. 





‘We are now organising a post-operative ward of 
These} six or seven beds for patients needing continuous 
tien observation, with electric controls, frequent laboratory 
ni decisions, and, for the most urgent cases, respirator 
halyhatteatment. The increased technical possibilities of 
ading; Psuch an after-care ward, with its constant preparedness 

and the wide experience the staff acquires, may well be 











a factor in raising the standard of our results.’ 
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The thoracic incision is begun. 
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The patient coming out of anaesthesia is moved to his ward. A respirator 

controls his breathing through an air-tight cannula placed in the trachea: 
respiration is mechanically controlled and so adjusted by means of gas 
) analyses in the blood that both oxygen and carbonic acid are maintained 
in normal proportions. The patient writes on a pad whatever he requires. 
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name of tuberculosis. Louis Pasteur and Joseph Lister must also be mentioned in 
the fight against unknown enemies. A contemporary of Pasteur, Jean-Antoine 
Villemin was one of the first who was convinced that tuberculosis was caused by some 
specific organism. 


With the discovery of the tubercle bacillus by Robert Koch, the famous German 
bacteriologist, there was at last a real basis on which to work, and preventive work 
could begin. Naturally this started with tuberculosis dispensaries, the first in Scotland 
in 1887, then in France, Germany, Sweden, Denmark, etc. But it was many, too 
many years, before even a few countries realized the fact that the only effective way 
to fight and control this disease was through an extensive net of dispensaries or 
clinics all over the country. Many governments, even today, do not realize that such 
a fight must be the responsibility of the state, and not left to private philanthropic 
institutions. 


Preventive work has been making progress all over the world since the latter 
years of the 19th century. Especially was this the case after the last world war, 
when the International Tuberculosis Campaign, a joint organization of the U.S.A. 
and Scandinavian countries, sent out teams to fight tuberculosis in all the so-called 
lesser developed countries. The fight was carried out with tuberculin and Calmette 
Vaccine (B.C.G.), named after the French doctor Albert Calmette who in 1906, in 
Lille, started his successful experiments with a vaccine against tuberculosis. 


Another important problem was taken up during the last ten years of the 19th 
century, the fight against bovine tuberculosis, which on account of the infected milk 
proved so dangerous. 


The third period in the history of tuberculosis is the period of the chemothera- 
peutics and antibiotics. Streptomycin, discovered by Selman A. Waksman, an 
American microbiologist, in 1944, and. P.A.S. (para-amino salicylic acid), later 
(1952) Isoniazid (isonicotinic acid hydrazide) and many others which have proved 
effective weapons in the fight. It is to be hoped that they will continue to do so, as 
there are still complications to be considered. 


PREVENTION AND CONTROL 


The aim of anti-tuberculosis service should be (a) to ascertain as many of the 
infectious cases of tuberculosis as possible; (b) isolate and treat these cases through 
hospital or well organized domiciliary services; and (c) rehabilitation. If possible 
the work of the chest-clinic or general public health centre should continue until 
the patient is back to a normal working life. 


The question arises: should tuberculosis work be undertaken from a general 
public health centre or as a specialized service? 


In countries where tuberculosis mortality and morbidity are very high, it might 
be a wise suggestion to undertake a specialized campaign against tuberculosis, until 
this enemy is well under control. Not until then should it be included in the work of 
general public health centres, as the fight against a deadly and infectious disease is 
a full time operation. Public health nurses engaged in anti-tuberculosis work should 
confine themselves to this work though in active co-operation with other sections of 
the general public health centre. 


Three factors have added considerably to the work in chest clinics in recent years. 
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One is cancer of the lung; the prognosis of this dreaded disease is still disheartening. 
These patients and their families are greatly in need of advice and assistance. Another 
is that tuberculosis has moved from the younger to the older age group. Explaining 
special examinations such as bronchoscopies, also undressing for examinations and 
home visits take much longer when patients are old. Rehabilitation and perhaps 
change of work is not easy when a man or woman is 40-50 years of age. 


The third factor is a situation we all have to face whether we have social security, 
as in Denmark, or otherwise. A large number of patients, both men and women, 
will not consent to be separated from their home and family to spend several months 
in a hospital or sanatorium and subsequently perhaps at a rehabilitation centre. 
Even the shortening of hospitalization by some months by the use of antibiotics and 
chemotherapy does not solve this problem. The five to six months recommended 
by most tuberculosis specialists for deciding on the treatment, seem still to be too 
long. There are so many different possibilities and it is important to ascertain the 
type and dosage suitable for each patient, as they have to be under ambulant treat- 
ment for 2-4 years or even more. At the same time patients will be at work and an 
unsuitable treatment will reduce working capacity, or what is worse may cause them 
to discontinue taking the medicine, without consulting their doctor. 


This third factor is the reason for domiciliary treatment, which means nursing 
care and supervision of antibiotic treatment being included in the anti-tuberculosis 
campaign. Patients refuse to go to hospital or may leave after limited treatment and, 
as they may be a danger to the community, the chest clinic has to look after them. 
This we may call involuntary domiciliary treatment. In some countries, however, the 
problem has been faced and home care of tuberculosis patients is being tried, as some 
doctors agree that long absences from home and family do not hasten recovery. 
In the days when patients who could afford it went to Switzerland to the mountain 
sanatoria, a great Danish tuberculosis specialist said, ‘ take your treatment and try 
to recover in the country where you have to work’. Perhaps doctors should revise 
their attitude towards the treatment of tuberculosis and say ‘ recover in your home in 
your natural surroundings’. It must be admitted that to take a father, mother or 
child away from a home for many months or longer, is never a satisfactory solution. 


Both domiciliary and ambulant treatment with antibiotics and chemotherapy 
require more home visits and thus more public health nurses. This may prove cheaper 
in the long run than the progressively more expensive hospitals beds of today. Other 
things will be required for domiciliary treatment, especially adequate housing, which 
means allowing a patient to have his own room, also adequate support in accordance 
with the standards of living in each country. 


Domiciliary treatment will be a necessity where there is shortage of hospital 
beds, and it must be arranged according to existing conditions. Reports from all 
countries show that there are long waiting lists for beds in general, surgical, and, not 
least, in mental hospitals. 


ANTI-TUBERCULOSIS MEASURES IN DENMARK 


I. STATE RESPONSIBILITIES 


Tuberculosis Laws: Compulsory notification of all cases of tuberculosis (pulmonary 
and extra-pulmonary); new cases; deaths; relapses. 
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Compulsory examination of certain groups of people at maternity clinics and infant 
welfare centres, all school-children, school personnel, medical students, nurses, 
all hospital staff, government and municipal staff, etc. 


Community preventive measures: health-services, sanitation, laws concerning food, 
etc. 


Compulsory sick-insurance giving access to invalidity pension for chronic cases. 


Production of antibiotics: tuberculin and Calmette vaccine must be under State 
control. 
II. MUNCIPAL RESPONSIBILITIES 


(Counties — Provinces, with State support, 50/50) 


Tuberculosis hospitals; sanatoria; chest clinics: central, branch or as part of a general 
health centre. 


Sanatoria (adults and children); convalescent homes for chronic cases, old couples 
even if only one affected; single persons. 


Rehabilitation possibilities: training, re-training, work. 
Public assistance for patient and family during hospitalization and rehabilitation, 


Provision of better housing for isolation purposes, especially in case of organized 
domiciliary services. 


Programme to help patient with placement in work (co-operation with labour- 
exchange, with a special department for handicapped people). 


Both national and municipal authorities have a responsibility toward the training 
of: nurses, public health nurses, social workers, occupational therapists and labour 
advisers. 

PUBLIC HEALTH NURSING FUNCTIONS 

These may be summarized under the following: 


I. Socio-medical service V. Co-operation 
II. Health Promotion VI. Conferences 
Ill. Rehabilitation VII. Evaluation of work— 
IV. Social Welfare Statistics 


I. SOCIO-MEDICAL SERVICE 


(a) Amodern chest clinic must be a first-class diagnostic centre for all diseases 
of the lung. 


(b) Ascertain all cases of tuberculosis in the area belonging to the centre. 


(c) Undertake control-examinations of all household-members in homes where 
there is a case or cases of tuberculosis. 


(d) In some cases undertake extensive contact-examinations outside house- 
holds (place of work, schools, etc.). 


(e) Exercise a careful control of all persons who have had tuberculosis. 
(f) Group-examinations and mass-surveys. 

(g) Propaganda for health-examinations and B.C.G. 

(A) Statistics. 
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Full use should be made of nurses’ and public health nurses’ opportunities to 
teach and to learn during consultations and mass examinations; the importance of 
explaining examinations and proceedings in a chest clinic or health centre should be 
stressed. Many special lung examinations and different tests have come into use in 
recent years and it is the nurse’s duty to save patients from much worry by explaining 
all examinations carefully. The waiting room is a valuable place for preparatory 
explanations and propaganda if the importance of pictures and the written word 
is realized. Talks and publicity material may be very effectively used if there is a 
special waiting room for new patients; students, adequately prepared, may gain 
practical experience here. 


For patients it is still a tragedy to be diagnosed as tuberculous and they are 
nervous about the examination, their work, family, infection, etc. Valuable time 
and space are wasted if waiting rooms are not utilized to good purpose. Waiting 
time is still long in all clinics in spite of the many attempts to eliminate this evil. 


Il. HEALTH PROMOTION 
(a) Education and instruction of the sick. 
(b) Education and instruction of the family. 
(c) Education and instruction of the healthy people in the area. 


Health promotion is primarily home visiting work. In a book Nursing in Prevention 
and Control of Tuberculosis by H. W. Hetherington, M.D., M.R.c.P. and Fannie W. 
Eshleman, R.N., B.S., is found the very best introduction to any Health Service: 
* The hospital wards and clinics are filled with the results of sickness, but to find the 
underlying causes one must go into the highways and hedges, the market place and 
the home’. (Harriet Frost, Nursing in Sickness and Health). It is good reading in 
these days when social work in some places seems to have a tendency to retire behind 
writing desks. 

The aim of health promotion is good team work between nurse and patient and 
nurse and family, uniting them in the fight against tuberculosis; also between the 
public health nurse and the healthy people in her district. 


The following points outline the basic essential of home visiting in the defence 
of health. (See also page 44). 


1. The scope of the home visit: approach; technique; effectiveness. 


2. The first visit: necessary information to patient and family about tuberculosis; 
household examinations, a few popular facts about tuberculin tests and B.C.G. 
Case finding; sources of infection; initial advice on hygiene; possible preparation 
for hospitalization. 


3.. Follow up visits: 
A. Patient at home 


(i) Nurse/Patient: (a) Advice on health promotion; personal hygiene; 
general hygiene; (5) Isolation, precautions; (c) Patient’s attitude 
towards family; (d) Husband and wife; (e) Domiciliary treatment; 
({) Nutrition; (g) ‘It is up to you’. This applies to the patient as 
well as the nurse. It is up to the nurse to teach her patients how best 

to get through their period of illness and to make the time productive. 
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It will be constant teaching, for problems will always be new, from 
the first day right to the very end, when patient is safely back to 
* normal work and play ’, and sometimes even after then. This is no 
monotonous work and therein lies its charm. 


(ii) Nurse/Family: (a) Occupational therapy; (5) Attitude towards 
patient; (c) Isolation of patient; (d) Hygienic advice; personal 
hygiene; general hygiene; (e) Nutrition; (f) Health education. 

B. Patient in hospital: 
(1) Nurse—Family 
(2) Nurse—Patient 
4. Post-hospital care: 
(a) Curable cases free from infection—back to work 
(b) Curable infectious cases 
(c) Chronic cases (1) free from infection; 
(2) infectious 
(d) Hopeless cases 
(e) ‘ Rebellious ’ cases 
(f) Family co-operation 


Ill. REHABILITATION (see page 51) 


IV. SOCIAL WELFARE 
Co-operation with all public and philanthropic institutions and welfare 
agencies in order to support patient and family during hospitalization and 
rehabilitation until the patient is back to work and leading a normal life (if 
it is at all possible). 


In some countries the chest clinics or the general public health centre employ 
social workers for the social welfare work: rehabilitation, placement in work, housing 
problems, contact with philanthropic welfare institutions, etc. Public health nurses 
from the centres hand over to the social worker problems met with when visiting 
homes in their district, confining themselves to health promotion work, the education 
and instruction of the healthy and sick. The tendency is for social workers and 
public health nurses each to work in their own respective fields of social welfare and 
health promotion. In Denmark, and in some parts of Great Britain, Norway and 
Sweden, public health nurses have sole responsibility for both sections of the work. 
Some of these public health nurses are fully trained both as nurses and as social 


workers. This arrangement is based on the principle: as few visitors as possible 
to the home. 


The fact that the public health nurse is also the one who ‘ gives ’, makes health 
promotion easier, for in our modern materialistic world, preaching and giving go 
hand in hand towards paving the way to a better understanding of principles of 
hygiene. 

The aim of co-operation on the social welfare side is to secure for the family 
an existence as free from care as possible according to the conditions prevailing in 
the various countries, not forgetting the sound principle that self-help is an invaluable 
element in any public or philanthropic assistance, and the important factor for 
maintaining self respect. Not all developed countries have as yet a national insurance 


41 











INTERNATIONAL NURSING REVIEW 





scheme covering sickness, disability unemployment, old age and burial, though most 
are planning such laws. Until they are in force it is the duty of the public health 
nurse (social worker) to use all possible ways and means to fill the gap. Most countries 
have state or municipal sick benefits of some sort, alongside various forms of philan- 
thropic aid. 

In 1949 a new section (section 263) was added to the Danish Social Welfare Act, 
concerning the support of tuberculosis victims and their families. This law states 
that persons suffering from tuberculosis should receive support sufficient to maintain 
within certain limits, their usual standard of living. The grant must cover ‘ what is 
necessary for the normal living costs for a single person or a family’. Conditions 
are that the patient and his family follow the instructions given by the chest clinic 
(hospitalization, control-examinations, treatment, control-examinations of members 
of family). This grant is higher than other sick benefit (because tuberculosis is an 
infectious disease) and may continue for three years, or four years if the patient is 
being rehabilitated. Patients who do not follow the doctor’s orders will receive the 
usual sick benefit, disability pension or ordinary public assistance grant. 


V. CO-OPERATION 


A. Care from pre-natal until old-age for the purpose of case-finding and 
preventive examinations. 


B. Co-operation with nurses and social workers at hospitals and sanatoria, 
before admission, during his stay and before the patient is discharged. Rehabilitation 
centres, sheltered workshops, labour exchange, social welfare exchange, etc. 


VI. CONFERENCES: 
A. At the centre. 
B. Outside the centre. 


The aim of conferences, at the centre and outside, is to establish team work 
contributing towards bringing patients and their families back to normal living ‘ in 
work and play ’, as far as is humanly possible. Also to provide for those who do not 
recover, as normal a life as possible within limits, through useful occupation, part or 
full time work. 


At the centre: once or twice a year there should be a general conference for all 
personnel. The whole centre must be one team, for each member, unit and depart- 
ment, is dependent one upon the others; with the patients and their families dependent 
upon the centre. 


Weekly conferences between doctors, public health nurses, social workers (if 
any), and head nurse(s) for discussion of plans for new cases, and problems related 
to old cases, etc. 


Outside the centre: there should be conferences with representatives from the local 
social welfare offices, where they exist, or at least a representative from the municipal 
or state social welfare department. Also conferences with representatives from all 
public or philanthropic agencies offering grants; conferences with representatives 
from all departments able to assist in rehabilitation, such as housing and labour 
exchange; with nurses and social workers from hospitals and sanatoria where patients 
are undergoing care; with leaders and teachers in rehabilitation centres, or with the 
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foremen of work-shops or factories where patients may be working and receiving 
training. It is best if some of these conferences can be held at the centre, so that 
representatives can, on their first visit, be shown around and be told about the centre’s 
work; meetings may later alternate between the centre and the other departments. 


Vil. EVALUATION OF WORK: 


Records—Reports—Statistics 


What is the purpose of records (which for the public health nurse include home 
visiting report cards and statistics taken from them) and why are so many questions 
asked? 


The purpose is first to give a general view of the particular situation in a given 
home in order to estimate the individual needs of that home; second, records of homes 
under visiting control by public health nurses should be able to give an indication 
of the general situation in the area. 


Public health nurses need to have a clear picture of the homes and their individual 
needs, so as to attend to those wants which are most urgent. This is why so many 
questions are asked on the report cards for visits in the home. Finding various 
important facts must be made easy without having to search through many reports 
by different nurses. Public health nurses and the chief nurse quickly accustom them- 
selves to the printed questions and to finding what they are seeking. 


It is very important to have good statistics available of the health promotion 
and social welfare situation in the area belonging to thecentre. To say to a municipal- 
ity or government: ‘ We need this or that in order to fight tuberculosis effectively ’ 
is useless, unless there is well substantiated basis for such a request. This is provided 
by the nurse’s home visiting report cards. The same applies to the social welfare 
side of the work. Thus it is important for public health nurses to keep their report 
cards in order and to complete them as soon as possible after the first visit. The 
better the records are kept, the greater the service to the families and to the community 


A public health nurse should always have a card file with an alphabetical index. 
Here should be noted addresses, names of persons forming part of the network of 
co-operation in social work, and anything or anyone likely to be useful. It is impos- 
sible to remember everything, therefore this notebook might rightly be called ‘ the 
little brain °. 


A common failing amongst public health nurses is to try to commit too much 
to memory or to write notes on slips of paper or in a notebook. A golden rule should 
be to go through mental and written notes at the end of the day, and record on the 
cards all important observations while they are still fresh. 


Formulation is a term used to describe the ability to write clearly, briefly, 
accurately and objectively. This applies to report of home visits, any recommenda- 
tions or applications for support for patients or their families. These should be short, 
to the point and without unnecessary repetition. Two words should be repeated 
as regards reports of home visits—clarity and brevity. 


The record cards for home visits should at all times be kept so well up to date 
that in a case of sudden illness a relief nurse can take over the work without too much 
difficulty. 
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From the record cards for home visiting the chief nurse must be able to estimate 
and evaluate the work the public health nurses are doing, to see the results of their 
teaching in all the homes they are visiting, of their case finding work, case work and 
health work. 


HoME VISITING RECORDS 


A card used for reports of home visits might be divided into four, thus: dates 
of visits to the home; dates of visits by patient or family members to the centre. 
Reports. Measures. Under Measures the most important facts in the report can 
be found quickly: such as hospitalization and date, date of discharge, possible 
pneumothorax, date of first induction and each refill, any antibiotic treatment and 
dosage, any conference where the case has been discussed, housing, rehabilitation, 
economy, etc. 


New cases. These patients should be visited as soon as possible after diagnosis 
and then every month or more frequently during the first year, whether the patient 
is in hospital or not. It may be necessary to visit several times during the first month. 


Active cases. These should be visited every month, or oftener if necessary, 
during the first year. After the first year, when the nurse feels sure she has the 
confidence of patient and family and they respond to her teaching in every respect, 
she may leave greater intervals between visits. They should be told to come to her 
at the centre if anything goes wrong. 


Arrested cases. The first year the nurse should ‘ look in’ a couple of times and 
during the final visit ask them to come to the centre if there are any problems, or to 
telephone or write to ask for a visit. 


It must be taken for granted that a public health nurse cannot reduce her visits, 
much less discontinue them unless she has succeeded in her educational work, and 
unless the patient and family have accepted her teaching and carry out the necessary 
prophylactic measures. 


It is impossible to give exact rules. All depends upon the home and the nurse. 
Some learn more quickly than others and may pass out of visiting control sooner. 
Visits to some homes may need to continue for a very long time. 


General rules for visiting: children under school age—till recovered; children 
from school age to 15 years—till arrested; adults—till arrested. 


Another good rule is to keep the homes under visiting control until three years 
after the last positive bacilli find. 


When a public health nurse feels satisfied that a home can come off visiting 
control she should close her report by writing a short résumé of the history of the 
visits, for example, results, weaknesses, advantages and so on. In conclusion she 
may recommend that the home come off visiting control and she should present the 
home visiting record card and the case sheet to the chief nurse at the weekly confer- 
ence. Upon agreement with the chief nurse, the date and ‘ out of visiting control ’ 
should be written on the record case and the case sheet. 

Where a nurse, after some time is unsuccessful in her efforts to get a patient and 
the family to attend for examinations at the centre or accept other measures, such 
a home must be discussed with the chief doctor and chief nurse at the weekly 
conference. 


44 
































OCTOBER, 1960 





At the end of each calendar year public health nurses should under the heading 
‘ measures ’ record how many visits she has paid to each home that year. 


OUTLINE OF PIONEER HEALTH WORK 


The primary aim of anti-tuberculosis work in countries where the disease is not 
yet under control should be to tuberculin test as many people as possible (all age 
groups) to ascertain the non-tuberculous. Thereafter, all the tuberculin-negative 
should be given Calmette vaccination to protect them at least during the time taken 
to build up some sort of organized public health work. 


Nearly two thirds of the world’s population live in lesser developed countries, 
and Dr. P. V. Benjamin, adviser on tuberculosis to the Government of India estimates 
that about four millions die from tuberculosis cach year in these areas. However, 
mortality and morbidity data are inadequate; as to the hospital beds available for 
tuberculosis cases, in India for instance, there is one bed available for every 148 
patients. 


Dr. Benjamin further states that the main factors contributing to the high 
incidence of tuberculosis morbidity and mortality are the following: low standard 
of living; poor and inadequate housing; overcrowding; malnutrition and under- 
nutrition; hygienic conditions far from what they should be, and a vast amount of 
ignorance regarding the laws of hygiene. Added to these are special social customs 
and habits of living which of course vary from country to country. 


The first step in the fight against tuberculosis under such conditions—must be 
the training of suitable personnel—doctors, nurses (all kinds), health visitors, 
laboratory and X-ray technicians, etc. The campaign will otherwise be ineffective. 
In many of these countries, WHO has set up Training and Demonstration Centres, 
in which international personnel will be working for one to two years. These centres 
consist of a chest clinic, a hospital or sanatorium, and perhaps an after-care colony; 
if possible established in association with medical colleges and other teaching centres. 
Epidemiological studies, domiciliary treatment and demonstration of practical 
methods of tuberculosis control, with the limited means available, will form part 
of the work of these centres. Domiciliary services based on these centres are very 
important due to the shortage of hospitals and sanatoria. These centres will work 
with general practitioners as there is also a lack of tuberculosis specialists. 


There are many drawbacks in the fight against tuberculosis in these countries, 
but one advantage: most of these areas are tropical. The climate therefore makes 
it possible to care for patients in simple buildings which are comparatively inexpensive. 
Dr. Benjamin suggests a few well equipped ‘ Zonal Institutions’ in each country 
and an institute for producing tuberculin and Calmette vaccine. These ‘ Zonal 
Institutions ’ would give modern treatment, including chest surgery and admission 
should be limited to cases needing specialized treatment but it will be many years 
before tuberculosis is well under control. 

The ‘ front-line troops’ in this gigantic campaign will be nurses, both hospital 
and public health nurses, and the brunt of the fight will be borne by the domiciliary 
services. As the training of personnel expands more public health nurses will become 
available and the work will have to be done by them, assisted for a long time, by 
auxiliary personnel. It is surprising how much good work can be done by such teams 
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of ordinary men and women, if idealistic and intelligent, under the guidance of a 
similarly altruistic public health nurse. 


In one of the Middle East countries, another procedure was tried and found very 
satisfactory; the training of practical nurses. Young women, and some of maturer 
age, are trained for one year in a single aspect of nursing such as tuberculosis, 
children’s, surgical, or some other branch of nursing. As a greater number of fully 
trained nurses become available, there will be time for the practical nurses to complete 
their training so as to become fully qualified themselves. This is not at all a bad plan 
when there is no time to wait for fully trained nurses. Practical nurses, trained for 
one year in practice and theory, make better helpers than ordinary girls, women or 
men. It is also a good way to find those best suited for the nursing profession. 


One of the most important things to learn for public health nurses in lesser 
developed countries, is to carry out their nursing and teaching under the existing 
conditions. The population may be primitive and illiterate; the public health 
nurses must be ready very often to give object lessons in the homes. It is not enough 
to tell the patient and the family about personal and general hygiene. It must be 
demonstrated practically. Sleeves must be rolled up and the public health nurse 
and helper must show the patient and the family how the room or hut can be cleaned 
and arranged in the best way possible with a tuberculosis patient in the family. 
Personal hygiene should also be demonstrated. Frequent visits are required in the 
early months until the teaching is understood. Great patience and much repeating 
of the lessons are necessary. The tropical climate is a great help. The benevolent 
sun, besides killing bacilli, also dries the few available pieces of linen so quickly 
that very often the nurse can return after two other home visits to finish the teaching 
and arrangements. In addition to patience, an infinite love and understanding of 
one’s people is necessary. 


A description of the work at the centres will not be given and instead of a lengthy 
description of that most prominent part of health work, home visiting—individual 
instruction in individual homes—one example from an eastern country will serve as 
illustration. 


Family. A husband, wife and eight children (aged from 5 months to 10 years); and 
husband’s mother. Two eldest boys attending school but often sent to do odd 
jobs instead. The husband, a wood-cutter, has tuberculosis (very infectious). 


Housing. A fairly large hut, one room; cooking mostly done outside; no beds, 


only mattresses; very little bed-clothes; scanty clothing for the children. No 
hospital beds available, patient must stay at home. 


Examination of household showed that the baby and the eldest boy were infected. 
The two next youngest children were tuberculin negative. 


Examination of contacts: Place of work, school, family members outside house- 
hold, some neighbours and friends. 


Isolation of patient: The public health nurse had the neighbours help to extend 
the hut by a little lean-to veranda, thatched with palm leaves. The open sides were 
half closed-in by walls of palm sticks and fibre. The floor was of cow-dung, a good 
disinfectant, and the walls were coated with that useful substance. 


The patient’s mattress was placed there on the floor until another neighbour 
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had finished making a bed, consisting of four legs supporting a frame strung with 
fibre for ‘ springs ’. 

A rather dirty and worn blanket and two pieces of linen were washed and dried 
in the sun. Small rags were used for handkerchiefs. 


Sputum, and its disposal: Coco-nuts were plentiful. Four half shells were provided 
with ashes from burnt palm leaf stalks at the bottom (this ash is a disinfectant). 
These made very good ‘ sputum cups’. With a pair of tongs a piece of burning wood 
can be taken from the family fire to build a little fire in the morning or evening for 
burning the sputum but in some countries the fire is sacred so sputum cannot be 
burned directly in it. If there is very little sputum, after treatment for some time with 
antibiotics or before, small pieces of burning wood can be placed in the shells and 
the contents burned out. 


The ash is also soapy in water and is good for washing handkerchiefs and the 
patient’s linen. 


General Hygiene: Everything taken out of the hut into the sun and wherever 
possible washed. Hut cleaned out thoroughly, walls and floor painted with cow-dung 
mixed with a kind of mud. What furniture there was, cleaned inside and out (it 
took some time to get ‘ inside’). Dusting or sweeping not allowed. All the patient’s 
belongings kept in his own ‘ room’ and eating utensils washed separately and dried 
in the sun. 


Personal Hygiene: The children can go directly under the tap as the water is not 
cold. The teaching of both general and personal hygiene took some time, but was 
rewarded with success little by little, except perhaps with granny though outwardly 
she looked rather clean and tidy. The big boy (under observation) helped the patient 
with toilet and bed-making. 


Isolation of the two children: The boy’s mattress and bed-clothes, and what bed- 
clothes the baby had, were kept in one corner where the boy slept behind granny. 
The baby girl slept with mother until later a box was obtained for her to sleep in, 
still alongside mother. During the day the other mattresses were piled in another 
corner after having been aired. 


Nutrition: Coco-nut milk and meat (how important a factor the palm tree can 
be in the fight against tuberculosis when one knows how to use it). Vegetables grow 
quickly and some are cheap. This is so with tomatoes. Granny was a rather good 
gardener and as she gradually realized how important a person she was becoming 
in this household, she proved very helpful. A little ill-temper can be good for 
discipline in a big household. 


It turned out that there was a little money ‘ somewhere ’, though not much. The 
village elder got it out of the husband and, with a little help from the place of work, 
an inexpensive goat was procured. Thus there was good milk and later a couple of 
fowls were obtained to provide eggs. Granny was also a good and economical cook. 


Economy: There was as yet no public assistance. In the beginning the neighbours 
helped with food and oil until the situation was organized. The wife secured a little 
work, also by the help of the village elder. The goat was a great help, twice a year 
bearing kids which could be sold. More fowls were bought, chickens and eggs 
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were sold and some eaten. A women’s philanthropic association gave some old 
linen and clothes for the children, two old shirts and a better blanket and sheets 
for the patient. A little help for the baby was obtainable from the government 
hospital. 


Rehabilitation work: The goat and the fowls count under this heading as well. 
While the patient was in bed the public health nurse obtained some basket work for 
him. Later, when really better, he was employed at cutting grass for cattle. This 
further assisted the economy which by now was actually not so bad. An employment 
exchange later put him on to lighter work than wood-cutting, first as an unskilled 
labourer in potterymaking and then on to real pottery work. 


Health Education: (Notes from a student’s paper on this family) . . . ‘ tell the 
patient and his family about the nature of the disease and its consequences in very 
natural way so as not to frighten them. Explain the advantage of isolation, the 
importance and danger of sputum and its disposal. Tell about the sources of infection 
and the safeguards. Tell them about the sun and what a good ally it is in the fight 
against tuberculosis. Teach precautions against coughing and about the important 
factor of personal and general hygiene, stressing the curative aspect. Teach care 
of mouth and teeth. Charcoal and burned wood cost almost nothing and are very 
good for the teeth. Teach healthy living in the homes under the existing conditions 
and prevailing popular concepts. Promote understanding and adoption of the pre- 
cautions advised for control and prevention of tuberculosis. Regular examinations 
of family members and friends. Fresh air, suitable diet. Check again and again 
that the families have understood my teaching and are trying to live up to it. Humbly, 
simply and with a smile, I will repeatedly tell them what to do and how to do it. 
I will visit the homes frequently. If we do this lovingly and patiently, I think they 
will co-operate with us and do everything we ask them to—as far as they can... .’ 


PREVENTING THE SPREAD OF INFECTION 
The principal problems are: cough; sputum; cleaning; isolation of patient; 
necessary disinfection of rooms, bedclothes, etc. Protection of personnel at the centre. 
A suggested outline to help solve the problems must be considered for three 
groups: 
A. People in countries taking the first steps towards public health services, 
having little or no resources and where the people are backward and poor. 
B. Those in parts of countries with more resources and more education, but 
where tuberculosis is not yet under control. 
C. Those in ideal circumstances (are there many countries with good resources 
in the entire country?) 


Cough 

Group A. Teach the most elementary precaution covering mouth with back 
of left hand and much hand washing. Clean rags: cover mouth with rag in left hand. 
Propaganda by public health nurses for the collection of rags; women’s organizations 
may help. Perhaps later cheap handkerchiefs; several of the tropical countries grow 
cotton whereas paper may be expensive. Wash and boil if possible and dry in the sun. 
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Group B. Plenty of handkerchiefs, or paper tissues preferably; handkerchiefs 
put into a pail with disinfectant after used and boiled (lid on the pail). Tissues 
burned after use. If the patient is in bed they should be collected in a thin but strong 
paper bag (waxed), fixed to the bed, and should be burned morning and evening. 


Group C. Very thin paper tissues, given from centre free of charge (patients 
must be taught to fold the handkerchiefs several times before use). Cardboard 
boxes each containing a hundred handkerchiefs, together with thin strong paper 
bags for collecting. 


If burning is not possible, disposal by water closet with disinfectant before and 
after flushing. 


Disposal of Sputum 

Group A. Half a coconut shell with ashes from burned palmleaf stalk, or other 
ashes, or sand; cigarette tins (found everywhere!); other tins or mugs; if no disin- 
fectant, ashes or sand (collection of all kinds of tins, propaganda for such, collection 
of thin paper where possible, burn in the tin). In most tropical countries there are 
stone floors or a sandy yard or small garden where burning or making fires for 
disposal of sputum presents no danger. 


Group B. Stainless steel mugs and disinfectant, given free of charge from centre, 
with container for disinfecting day and night mugs alternately, each 12 hours. Tissues 
are collected in thin strong waxed paper bags for burning later. If they cannot be 
burnt, dispose in water closet with strong disinfectant. There should always be 
disinfectant in the lavatory bowl. 


There is no really good and effective method for disposal of sputum in private 
homes, if it cannot be burned. As regards boiling: the right way is to boil the mug 
with the sputum in it first, then clean the mug and boil it again. Experience shows 
that very few will do this. 


Group C. If used tissue-paper handkerchiefs cannot be burnt, collect in stain- 
less steel mugs (one for day and one for night). These are to be collected and mugs 
exchanged by someone from the tuberculosis hospital, where the only effective 
facilities for disposal are to be found. In countries where there is an ideal service 
not so many infectious cases are found. 


Cleaning 


Group A. Teaching by ‘ object lessons’ in the homes. White-wash walls, or 
whatever is generally used in the various countries. 


Rags, pieces of linen, sheets; teach frequent washing and drying in the sun. 
Mattresses and blankets out in the sun every day. If no yard or garden— 
possibly a roof. 


Group B. A little disinfectant in the water (it is possible to get disinfectant that 
does not smell). If wife (mother) ill, home help provided from centre. 


Group C. Home help from centre if necessary, instructed by a supervisor. 
Bed linen changed when necessary, at least once a week. If not enough, loaned from 
centre during infectious period. 

Laundry done through tuberculosis hospital, fetched from the homes every week 


or fortnight, managed by the centre. If the patient is in bed, change of linen morning 
and evening. 
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Tsolation of Patients 


Group A. If no chance for hospitalization, the centre must do everything pos- 
sible to get better housing for families with an infectious case, or cases, by means of 
conferences with housing departments, private house owners, philanthropic institu- 
tions and organizations (grants to build an extra hut, to get bigger dwelling, etc.). 
Until such a time the patient must be ‘ isolated’ in a corner of the room or hut, 
near a window or door with some kind of screening. 


In some of the eastern countries, families often have more than one room. 


Group B. How often can it be arranged for a patient to have his own room? 
In some countries the national anti-tuberculosis associations build houses for tuber- 
culous families. These houses are good, and isolation and healthy living is possible 
for all the members of the family. 


Good spacious housing is one of the principal factors in the fight against tuber- 
culosis. Inadequate housing is the cause of most family problems today. Blocks 
of flats are built these days with very up-to-date 1—2 roomed flats, having every modern 
labour saving device. They have central heating, refrigerators, laundry machines, 
etc,, but no room for children, or for a family member who is sick. If a patient 
living in a small flat is unable or unwilling to go to hospital, he must be ‘ isolated ’ 
in one of the rooms, near the window, preferably in the bedroom, if there is one. 
Some piece of furniture should be placed between his or her bed and the other beds. 
The patient must have his own washing utensils, towels, etc. Crockery and cutlery 
may be kept on a tray, covered with the patient’s own kitchen cloth, and everything 
washed up separately in an individual washing up bowl. 


Group C. Ownroom, airy and sunny, but not too hot. Good bed, not too soft. 
A comfortable room with a good arm chair to sit in while the bed is made. A screen 
behind which patient can sponge down and change clothes. Patient’s own crockery, 
cutlery and washing up bowl in a cupboard. On one side of the bed a convenient 
bed table, on the other a table with space for books and any occupation the patient 
has on hand. 


Personal Hygiene 


Group A—B—C. Sponge down at least twice a day if no shower bath available. 
A tub bath is not so suitable for tuberculous patients. 


Disinfection of Rooms and Bed Clothes 


Group A. Washing if possible with soap or other effective substitutes which 
may be found in the various countries. White-washing or use of other substitute 
material. Sunshine and Fresh Air. 


Group B AND C. Formalin lamps in room, after closing all openings with 
gummed paper. Afterwards ‘spring cleaning’. Recent investigations by the 
Danish Government Serum Institute have proved that a thorough cleansing even 
with disinfectant in the water is not enough to kill bacteria, whereas formalin lamps 
used for six hours in the above mentioned way will kill all bacteria. 


Bed clothes disinfected in formalin ovens or in an autoclave. 
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Protection of Personnel at Centres 


Only tuberculin positive personnel should work at the centres. This applies 
to all personnel. 


X-ray every three months. 


On employment at the centre, regular staff education courses should be given, 
with special lectures on precautions and how to observe them without frightening the 
patients. 


There is much difference of opinion as regards masks. They may be useless after 
afew minutes, when they become damp and later wet. The most important drawback 
is that they frighten the patients. 


REHABILITATION 


The introduction to the chapter on Rehabilitation, from Symposium of 
Tuberculosis edited by Professor F. R. G. Heaf, of Wales, is the best ever written on 
this subject. It should be read by as many doctors, nurses, and patients as possible. 


‘ With the ever-increasing speed of life there is a tendency, to accelerate the process of 
healing and to become impatient with the demands that nature requires for the recovery 
from our disabilities. In tuberculosis short cuts to health are risky. Considerable assistance 
may be given to the body tissues to resist the onslaught of the invading organism by anti- 
biotics and chemotherapeutic agents, and serious impairment of function can be partially 
rectified by surgical operations. The process of permanent healing is slow and takes a long 
time during which the patient must be protected from the stress and strain of the hectic 
rush of life that is so characteristic of our present existence. When the fierce fires of active 
disease have been quenched and only the smouldering embers and ashes of disease remain, 
the utmost care must be taken to prevent a recurrence of the conflagration and a spread to 
the combustible material that lies around in adjacent tissues. It is this ‘‘ reablement” of 
the patient to return to normal life and work without the risk of relapse that we call 
rehabilitation. The need is not peculiar to tuberculous patients, but with them it is probably 
a more difficult problem than with others, because the relationship between activity and 
quiescence remains so long in the balance. 


‘In tuberculosis there is generally little or no impaired function of mind or body, but 
a general instability of the constitution, resulting from a systemic infection that has become 
clinically active for a number of reasons, not least among which are home environment, 
working conditions and a low standard of living. A rehabilitation scheme for the tuberculous 
will therefore need to cover not only a programme of gradual return to suitable employment, 
but also the elimination of all those predisposing causes that assisted in the development 
of an active lesion. It will have to cater for adults of all ages, of both sexes, and most social 
grades. Some will require training in a new occupation; others will need moral and social 
uplifting but in all cases it will be necessary to provide financial assistance during the period 
of recovery and also to ensure the full co-operation of the patient and his family by education 
and well-balanced propaganda. .. .’ 


Dr. Heaf classifies the successive grades of employment given to patients recover- 
ing from tuberculosis as follows: 


Diversional Therapy: Occupational diversion during the period in the ward. 


Occupational Therapy: Occupation. designed for testing the patient’s ability and 
suitability for preliminary stages of training for a career. 


Industrial Occupation: Work given to patients that has a direct relationship to, 
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or is part of a planned course of rehabilitation, starting in the ward and proceed- 
ing in industrial workshops with the elaborate facilities required for training 
in suitable trades under qualified instructors. Graduated employment, the 
number of hours being decided by the physician. 


Vocational Training: Courses of instruction beginning when the disease is quiescent, 
for patients who have to Icarn a trade or change their occupation. 


Art Therapy: A specialized form of creative diversional occupation, ‘ makes the patient 
happy and contented ’, but one must remember, says Dr. Heaf, that ‘ art therapy 
is a good servant but a bad master ’. 


In countries where there is as yet no programme of government supported 
rehabilitation, the point should be made that the gap has to be filled by nurses of all 
categories. Where will and energy are present, coupled with an understanding and 
love of one’s people, something can be done. 
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3. Planning the Nursing Unit 


ANNE M. W. WHITE 


J OSPITAL planning today will not fulfil its purpose unless account is taken of 

(1) functional requirements; (2) practical experience in planning and design; 

(3) advances and changes in medical practice and (4) research into problems of design 
and studies into the demand for medical care. 


If we accept these four principles as basic requirements then we may ask what 
is the part nurses can play, in association with other disciplines, in assisting the 
architect to plan hospital facilities? 


I am convinced it is only by pooling the experience of all connected with hospitals 
or ‘ health plants’ that progress can be made. An intimate and detailed knowledge 
of the way in which the modern hospital works and an understanding of the specialized 
functions which must be provided cannot be gained in any other way. Easy com- 
munication between the various hospital disciplines is of prime importance if integra- 
tion of the structure, function and design of the building is to be achieved and is to be 
of value to both user and architect. 


In many countries one can see examples of buildings which when studied clearly 
indicate a failure in communication which obviously preceded their erection. 


In the United Kingdom an ideal approach to this problem of communication 
was the setting up, in 1949, by the Nuffield Provincial Hospitals Trust of a team to 
investigate the function and design of hospitals. The ‘ TEAM’ headed by an architect 
as Director, has included in its membership a nurse. 


The nurse’s part in such a team is different from that of each other discipline. 
Because of her prolonged contact with patients and the practical nature of her work 
the nurse should be able to contribute in a very special way as a member of any 
hospital planning team. Apart from her detailed knowledge of the function of 
equipment she should be able to convey information about work-flow and the psycho- 
logical needs of both patients and staff. 


This subject has already been tackled with thoroughness. For one hospital 
planning committee, for example, the nurse listed the functions for the various rooms 
in the nursing unit. From this information a schedule of fittings was prepared. Not 
until after this was carried out were dimensions of rooms considered in relation to the 
fixtures, the furniture and the working space required. Thereafter, full scale models 
of working units were constructed. This sort of approach ensures that alterations, 
if justified, are made at the planning stage, thus saving heavy expenditure at the 
building stage. 


It is in the nursing unit in particular that the greatest consideration must be 
given to the total needs of the patient and to nursing function. Accommodation 
which served in the past when medical and nursing care was less complex, does not 
meet today’s requirements. 
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With medico-social advances there is a demand for privacy and segregation and 
smaller units as required by modern specialties. There also is a need for more 
ancillary accommodation because of the increasing problem of cross-infection. 
There is a demand for more equipment because acute work requires special technical 
procedures. Adequate toilet and day-room facilities are essential if early ambulation 
is to be satisfactorily practised. Lastly, a ward should have sufficient flexibility to 
cater for men and women patients and for two or more specialties. In this way the 
maximum use of beds is maintained at all times. Present day planning should be 
capable of meeting these demands. 


INDEX OF NURSING LOAD 


In considering the ward, one of the first decisions to be taken is that concerning 
the number of beds which can be grouped under the overall management of a ward 
sister or charge nurse. There is undoubtedly no standard solution universally accept- 
able as so many varying factors must influence the decision—the type and acuteness 
of the illness of the patient admitted, the length of stay of patients, the average propor- 
tion of helpless and seriously ill patients to be nursed. The research team which 
conducted the Nuffield Job Analysis of nursing work in hospital wards found that a 
good index of the nursing load is provided by an analysis of patient dependence. 
That team listed patients in five categories: 


totally helpless; 

bedfast who are partially helpless; 
bedfast who can help themselves; 
partially ambulant; 

fully ambulant. 


BI-FOCAL WARD PLAN 


Pilot studies carried out by that team revealed that the time spent on basic 
nursing tasks for the patients in each of the five categories remained fairly constant. 
From this information facts were established about nursing load which encouraged 
the adoption of the bifocal ward plan, which is being demonstrated at Nuffield House, 
Musgrave Park Hospital, Belfast, Northern Ireland. This is an arrangement of a ward 
floor in which two nursing units are so located as to be under supervision from a 
central point and share ancillary accommodation. This gives a small nursing unit 
of twenty beds as a basis for nursing team-work. Two of these twenty-bed nursing 
units form a forty-bed ward management unit. This form of grouping gives a more 
efficient and economical administrative unit. 


In considering the ward unit in detail it is necessary to take account of environ- 
ment, layout, equipment and furnishings. In this country there has been a tendency 
to plan the bulk of the services to the patient within the framework of the ward 
floor; we have been a little slow in accepting the need to centralize less personal 
services. In the North American continent in the interests of efficiency, hygiene and 
safety there has been no such hesitation, although centralization if overdone can lead 
to frustration, inefficiency and expense. I think it is right to plan round the human 
organization and combine this with efficient centralized services. 
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VARIED APPROACH TO WARD DESIGN 


The design of the nursing unit, which is the centre of the patient’s life while in 
hospital, should give the patient a feeling of reassurance. This feeling of renewed 
confidence by the patient after admission to hospital can be achieved by separating 
the patients’ living quarters from the areas which must be specially designed for 
clinical and other activities. Different countries approach this problem in different 
ways—there are circular wards, corridor wards, race-track wards and progressive 
care units. In the first three designs reassurance and privacy are achieved by having 
small two, three or four bedded rooms. In this country we have tended towards 
open ward planning with larger groupings of six, eight and ten beds where the nurse 
is always within sight or earshot of the patient and the patient is not so dependent 
on mechanical aids in order to receive care and attention. In open ward planning 
the patient can have a measure of privacy by screens or cubicle curtaining. 


Where patients are grouped together in one ward at different stages of illness 
it is highly desirable to provide a day-room or day space for ambulant patients. This 
area should be completely domestic in character with comfortable furnishings. In 
considering space, both in the day room and at the bedside, allowance should be 
made for patients’ visitors, a therapeutic factor, often overlooked, in the patients’ 
recovery. Provision also should be made for a visitors’ room where patients can have 
private interviews; this room can serve a dual purpose by providing over-night 
accommodation for the relative of a critically ill patient. 


If the bed area aims to create an atmosphere of reassurance a treatment room 
should be provided. Patients then can go, in bed, in a wheel chair or walk, to this 
room and receive treatment in clinical surroundings and in privacy. The number of 
treatment rooms to be provided in each ward will depend on the type(s) of specialties 
and the number of patients. Each treatment room(s) should be served by both a 
clean and a dirty utility room. 


Early ambulation of the patient indicates the need for toilet facilities as near 
as possible to the bed area. Studies on this subject have indicated that 75 per cent. of 
patients in well planned wards are able to use toilet facilities. If wheeling toilet chairs 
are provided then doors should be wide enough to allow for the passage of these 
chairs. Special consideration should be given to patients’ washing facilities; on the 
whole, men do not mind lack of privacy, but many women prefer a measure of 
privacy and the provision of shelving for toilet accessories. 


The provision of baths or showers will depend on the culture and climate of the 
country. Special consideration should be given to baths, e.g., type, height and safety 
measures such as provision of hand-rails should not be overlooked. 

On the subject of noise Florence Nightingale had much to say and even after 
100 years it continues to be a hospital problem. The sick patient needs peace and 
quietness, yet according to studies which have been carried out the more modern the 
hospital the greater the noise. With this in mind the nurse should pay particular 
attention to devices for the silencing of apparatus, equipment and furnishings. 


WALKING DISTANCES AND ‘ TRADE ROUTES’ 


In thinking of nursing needs within the ward the whole twenty-four hours must 
be considered in relation to ease of observation and supervision. Patients should be 
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grouped close to the nurses’ working base so that walking distance is reduced to a 
minimum. 


The siting of drug cupboards, medicine trolleys, patients’ nursing and medical 
records, telephone and call indicator panel in relation to the nurses’ working base or 
station is most important. Nursing activities have to be very fragmented, frequent 
interruptions unavoidably occur and careful observation of the nurse’s activities 
will indicate how essential it is to plan and design to cut down the walking distance 
involved by such interruptions. 


A proportion of single rooms will always be required for various medical reasons: 
patients liable to infect others or to disturb others; patients particularly susceptible 
to infection; patients critically ill requiring special attention or patients who are 
dying. All these categories merit single room accommodation and if such rooms 
are badly sited they cannot serve the purpose for which they were intended. Research 
conducted by the Nuffield Provincial Hospitals Trust’s team (which continued 
its work under the Nuffield Foundation as the Division for Architectural Studies) 
statistically assessed that one quarter of the total beds in any non-specialized in- 
patient unit might with advantage be provided by single rooms and that they should 
be placed centrally and near the nurses’ working base. Observation also is necessary 
in the case of the early ambulant patient and for this reason day-rooms or day spaces 
should never be located far from the ‘ trade routes ’ of nursing staff on duty. 


If the ward provides practical and clinical tuition for student nurses then a room 
for teaching and tutorial purposes should be included. Cloakroom facilities for nurs- 
ing and domestic staff should not be forgotten and last, but far from least, the ward 
sister or charge nurse, for many obvious reasons, should have an office. 


Areas which often are overlooked in planning the ward are those for storage 
accommodation, although the size of these requires frequent study. Domestic or 
housekeeping staff should be provided with accommodation for storing labour 
saving equipment. Such a room should be of the correct size and should be provided 
with a sink and hopper unit. The inclusion of an area or room for flower arrange- 
ments deserves consideration. 


The exact position of service rooms in relation to the patients they serve depends 
on frequency of use. Here again walking distances for nursing staff should be reduced 
toa minimum. Clean linen trolleys, bed-pan rooms, disposal points for soiled linen, 
urine testing apparatus and toilet articles should all be sited near the bed areas as they 
involve the most frequent journeys. The ward kitchen or servery is as a rule a noisy 
unit and might with advantage be located near the day space provided the latter is 
centrally placed. All the above areas require careful planning regarding size and 
location as also do the siting of fittings and equipment in relation to functions. 


Florence Nightingale said ‘ bad sanitation, bad architectural and bad administra- 
tive arrangements often make it impossible to nurse ’ and ‘ the art of nursing ought to 
include such arrangements as alone make what I understand by nursing possible ’. 
There is a constant need in every country for nursing studies, both fundamental and 
applied to produce facts against which can be verified nursing opinion. Amongst 
nurses there is a need for the ever open mind and constructive self-criticism, a willing- 
ness to review and, if necessary, to revise past and present ideas and to work out new 
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methods. Only with this attitude of mind can we play our full part as nurses in work- 
ing with our colleagues in other disciplines in the planning and design of future 
hospital facilities and in rendering to the patient the best possible service. 
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It was a grand experience... 


T= Board of Representatives of the Northern Nurses’ Federation met in Reykjavik, 
Iceland, in July, followed by a study and tourist tour. One of our charming hosts at a 
dinner in Reykjavik suggested playfully that a temporary law be passed which forbade the 
visiting nurses to leave the country. A surprising threat indeed, which was excellently 
parried by Miss Gerda Hojer, who quoted from ancient Icelandic saga that “* guests should 
not outstay their welcome—”. Similar to other countries, Iceland seems to have a shortage 
of nurses. With approximately 500 nurses for a population of 170,000 the situation does 
not seem to be too bad; still, the 117 nurses representing the Board of Representatives and a 
study group of nurses, would be a most desirable addition. 

The Northern Nurses’ Federation (NNF) is the oldest regional organization within the 
ICN. It was founded in 1925, and comprises at present approximately 78,000 nurses from 
Finland, Iceland, Sweden, Denmark and Norway. The Board of Representatives meetings, 
which are biennial, are attended by three representatives elected by the national convention, 
from each country. 


The Board of Directors is the executive organ, consisting of five members, who have 
until now been elected by and from the Board of Representatives. Secretaries from the 
five countries’ nurses’ associations attend the meetings, as do representatives (always nurses) 
from the governmental health agencies. 

LEARNING AND FUN 


Having shared so many historical and cultural events and being closely related ethnically 
and geographically, the Northern European countries have naturally been seeking together, 
for learning and for fun. Nurses have increasingly cherished the opportunity of studying 
and working together. This is of course not an isolated trend in the nursing profession nor 
in the Northern European countries; it is the impact of a society where borders and restric- 
tions are increasingly broken down. 

The agenda of the meetings was full, but explicit and carefully prepared reports from 
the General Secretary and from the chairmen of the Standing Committees greatly facilitated 
the proceedings. 

The Standing Committees of the NNF correspond in general to the ICN Standing 
Committees. They meet once a year, or more as need arises. 

The work proceedings told of hard work, of rapid development, and of the numerous 
small and great adjustments impinged upon the associations by a society in dynamic growth. 
They also told their tale about the value and the difficulty in finding general trends and 
common solutions, of the challenge which the similarities and the differences presented to 
the committees. Trying to think “‘ nordically ”, to look at things from the broader view, has 
to be combined with an utter care not to hamper the self-realization and growth in the 
individual country. This takes great wisdom. 
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Having personal contact so seldom is of course an obstacle for committees working on 
problems in relation to salary scales, working conditions, job descriptions, nomenclature for 
positions, training of non-professional nursing personnel—and many other problems. 
Research in nursing evoked lively discussion: Who should do it?—How should researchers 
be trained? Should people from outside—psychologists, sociologists, educationists, business 
rationalization experts—conduct research in nursing, with able nurses as consultants? 
Should research in nursing be done firstly on a national level, then on an inter-nordic level, 
or was it wiser to start on the nordic level? The only question which was not raised, was this: 
Should research in nursing be done? Everybody seemed to think it was most important and 
should preferably not be retarded too long. 

It is not warranted to say that any of the problems presented for discussion were solved. 
Committees and Boards must be satisfied with one step only; vital problems are usually 
not solved over night. But each time the problems are debated on an inter-nordic level, a 
deeper and broader understanding has been the result. 

Revision of the laws and bylaws was done; the work had been excellently prepared by 
the Constitution and Bylaws Committee, under the chairmanship of Miss Margrethe Kruse. 
The most important change was perhaps that members of the Board of Directors can be 
elected from outside the Board of Representatives. 


LEADERS HONOURED 


It does not seem to be right to leave this meeting account without mentioning the work 
of the President and acting general secretary. Miss Aagot Lindstrom, the present President 
of the NNF and President of the Norwegian Nurses’ Association, who conducted the work 
proceedings in a way which was generally and enthusiastically commented upon. With 
the authority of the able chairman she led the agenda steadily forwards, always managing 
to maintain an orderly meeting. This she did with charm, grace—and humour. Also 
Miss Karin Elfverson who is no longer the general secretary of the Federation which she has 
served with so much enthusiasm and with outstanding ability, as she retired last year. How- 
ever, sickness made it necessary to ask her to act as the general secretary of this meeting. 
Miss Elfverson seems to be an ‘ Encyclopaedia Nordica ’ for nurses—it is very practical and 
pleasant to have such a resource person. At a ceremony during the meeting Miss Elfverson 
was made an honorary member of the NNF. One other nurse was honoured this way: 
Miss Bergljot Larsson of Norway. Miss Larsson is an internationally well-known nurse. 
She was one of the founders of the NNF; she is also the founder of the Norwegian Nurses’ 
Association. She has demonstrated remarkable leadership ability, creative and broad 
thinking, and great enthusiasm for nursing. The Board felt it a privilege to count these two 
nurses its first honorary members. 


Two general sessions were held which were open to the study group: a symposium on 
Nursing Education and a paper, with following discussion, on the theme: ‘*‘ What should be 
the function and responsibility of a national nursing association?’ Both sessions were 
interesting and informative. Concerning the latter, it was especially interesting to realize 
how much information is craved by the members today. Nurses want to know—they will 
think for themselves. This is undoubtedly a most encouraging trend. Intelligent co-opera- 
tion and a feeling of responsibility will primarily be given by people who are well informed 
and with recognized freedom to think and evaluate. 


The importance of public information was by no means ignored. The editors of the 
nursing journals in the countries concerned kept in continuous contact with the daily 
papers at home. 


The Icelandic Nurses’ Association with its leader Mrs. Sigridur Thorvaldsson were 
superb hosts. Indeed, all Iceland seemed to be our hosts. We were invited to the President 
of Iceland’s very beautiful home, we were invited for dinner by the State and by the Munici- 
pality of Reykjavik; we were also the guest of several private firms and institutions. This 
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told its interesting story about the relationship between society and nurses. We were deeply 
impressed by the respect for nurses which we found everywhere—a respect which undoubtedly 
was due to high quality of nursing care and to the personality of the individual nurses. We 
all agreed that our Icelandic colleagues in general had a dignity and poise which was notable. 


GLOWING COLOURS AND ANCIENT FOLKLORE 


The country itself is a fairytale of serene beauty. Especially the colours—they seem 
unbelievable. Flaming reds, shining golds, lustrous greens in large, lonely areas, with glaciers 
crowning the high mountains in the background. Then, surprisingly, small and idyllic 
villages around hot surfs and large hot-houses containing oranges, figs and bananas—and 
the largest carnations you ever saw. The lava formation brought to life old folklore and 
ancient epics, also a little fright—one would not like to be alone here by night. As a contrast 
to all this came Reykjavik, with its high modern buildings and beautiful shops. 


The Icelanders have been known to be a scholarly people. A visit to the public library 
of Reykjavik greatly supported this belief. The selection was primarily remarkable for 
quality, and it was fascinating to see all the elderly people sitting there with heaps of scientific 
books on the desk. Ina country like this, with people relatively few and far between, reading 
will take a special place, reading and probably also thinking. 


We felt privileged to be there. May the meetings, so delightful and so interesting, be 
means towards ends only, the ends always and invariably being—warm, wise and intelligent 
nursing care. 

HELGA DAGSLAND, 
Instructor, Post-Basic School 
See illustrations facing page 37. of Nursing, Oslo, Norway. 
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Echo du Cours—tenu a Oxford 


NICOLE F. EXCHAQUET, Infirmiére-conseil, Service de la santé publique du 
Canton de Vaud, Lausanne, Suisse, ecrit: 


UEL privilége pour chacune des 12 participantes de ce cours*, venant de 10 

pays d’Europe, que de pouvoir passer, grace 4 une bourse de l’OMS, quatre 
semaines a Oxford pour y recevoir un enseignement d’une rare qualité et bien digne 
de la ville qui nous accueillait dans le charme de son cadre médiéval. Quatre semaines 
pour écouter, réfléchir, discuter, repenser les divers aspects de notre travail, repeser 
les responsabilités qui nous incombent, dans l’enceinte du Collége Ste. Anne, si 
propice a l’étude! Et cela, sous la souple et sire conduite du Directeur du cours, 
Monsieur H. A. Goddard, dont le nom est bien connu en tant qu’expert en analyse 
du travail et en administration hospitaliére, auteur, entre autres, du Nuffield Report 
qui suscita lors de sa parution tant d’intérét et d’utiles réactions dans le monde 
infirmier; auteur aussi d’un livre sur les Principes de l’administration appliqués aux 
services infirmiers, écrit 4 la demande de OMS en 1957, et qui fut notre véritable 
livre de chevet pendant le cours. 


Le cours d’Oxford répondait 4 un voeu émis par les participants.de la Conférence 
européenne de l’?OMS sur l’administration des services infirmiers, réunis 4 Bad 
Homburg en 1959, et selon lequel ils demandaient que l’on offrit 4 des infirmiéres 
assumant des responsabilités de chefs, un cours de perfectionnement sur l’admi- 
nistration et particuliérement sur les fonctions structurelles et humaines ou person- 
nelles de l’administration. 


Le but de cet article n’est pas de donner un compte-rendu détaillé de ce cours, 
mais pluté6t quelques impressions vivantes, durables, quelques points quwil nous 
semble important de retenir 4 cété de la matiére enseignée. Peut-étre est-ce, en tout 
premier, l’effet trés excitant d’étre 4 Oxford pour nous toutes, les “ continentales ”’, 
et d’entrer, méme pour un temps trés bref, dans le courant de pensée de cette ville, 
d’y trouver l’occasion d’enrichir nos connaissances et de réaliser que dans un cadre 
d’une si haute culture, eh bien: “‘ Noblesse oblige ”! 


C’est aussi, chaude et sympathique, l’hospitalité en terre britannique, au Collége 
méme, et de la part de M. Goddard et de tous les conférenciers de ce cours, qui 
souvent passérent plus d’un jour avec nous, partageant aussi bien nos heures de 
loisirs auprés de la cheminée que celles de cours et de discussions. C’est, lors de 
nos visites, l’accueil généreux des hépitaux anglais et le contact avec nos collégues 
britanniques, nous permettant de mieux saisir la vie et les problémes des “‘ wards ” 
anglais. Ce sont les nombreuses réceptions qui nous furent offertes, durant ces 
semaines, nous faisant pénétrer dans le monde hospitalier et de la santé publique de 
Grande-Bretagne. Qui de nous oubliera les heures sur la verte pelouse encadrée de 
fleurs multicolores, 4 White Cottage, propriété campagnarde de M. et Mme. Goddard, 
la belle réception du maire d’Oxford sous les voutes de l’Hétel de Ville, ou encore 
cette ravissante partie de campagne animée par un groupe d’infirmiéres d’Oxford, 
par un dimanche ensoleillé. 


_ ** Administration des Services Infirmiers ” organisé par le Bureau regional de l'Europe, Organ- 
sation Mondiale de la Santé. 


61 











INTERNATIONAL NURSING REVIEW 





Quant au cours lui-méme, grace 4 l’enseignement trés vivant et humain de 
M. Goddard et de ses collaborateurs, il nous a permis d’approfondir nos connaissances 
non seulement dans le domaine de l’administration, mais aussi de la pédagogie et 
de la psychologie. L’alternance équilibrée des cours et des discussions en groupes nous 
donna l’occasion d’appliquer immédiatement a la situation concréte et quotidienne 
de nos services les principes enseignés. Le choix habile des sujets de discussion nous 
permit de nous décharger peu a peu de nos soucis et de nos problémes respectifs 
et d’en chercher en commun la solution. Grace a la variété des cours et des méthodes 
de travail en groupe, nous fames constamment tenues en haleine et stimulées par 
les sujets présentés. Comment ne pas garder, trés vivante en notre mémoire, cette 
aprés-midi ot, les unes comme membres du jury, les autres comme candidates, 
nous dimes procéder, par la méthode de l’interview, au choix d’une infirmiére 
préposée au Ministére de la Santé du “‘ Pays des Merveilles”. Avec quel sérieux 
chacune entra dans son réle et quelle sécurité de découvrir l’aide inappréciable des 
directives précises et des critéres d’évaluation donnés par M. Goddard et nous 
guidant si sirement dans notre choix. 


Si l’on cherche maintenant a dégager l’enseignement essentiel de ce cours qui 
nous fit aborder successivement les principes structurels, humains et techniques de 
administration et leur application aux services infirmiers, il nous semble que ce 
sont les points suivants qui se dégagent: 


Nous avons été entrainées 4 une méthode de pensée scientifique nous permettant 
d’étudier avec logique et objectivité les problémes de nos services. 


Nous avons acquis une vision plus claire des responsabilités d’une infirmiére- 
chef, de sa formation, et des qualités personnelles indispensables pour assumer ce 
poste. 


Nous avons regu un inventaire de principes 4 respecter et de méthodes 4 utiliser 
pour assurer favorablement le recrutement, la sélection, l’orientation et le maintien 
au travail, le perfectionnement du personnel des services infirmiers. 


Nous avons mieux compris quels sont les facteurs essentiels au maintien d’un 
climat de satisfaction et de confiance dans une entreprise, quelle qu’elle soit. 


Nous avons saisi que nous avons a notre portée, sans étre pour autant des experts 
de l’analyse du travail, toute une gamme de méthodes pratiques permettant a n’importe 
quelle infirmiére qui en reconnait l’urgence, d’améliorer le rendement du travail 
dans les services infirmiers et de réaliser ainsi une économie de temps et d’effort 
—et, partant, d’argent — fort appréciable. De plus nous avons vu des hépitaux 
anglais appliquant ces méthodes avec succés. 


Nous avons, pendant un mois, bénéficié du contact d’infirmiéres d’autres pays, 
assumant toutes des postes importants dans des hépitaux, des écoles ou des services 
de santé publique, et nous avons, au sein d’un groupe trés vite uni par un intérét 
commun et aussi par l’amitié, eu la possibilité de discuter ouvertement de nos pro- 
blémes particuliers et d’utiliser ensemble les méthodes de recherches mises 4 notre 
disposition pour trouver des solutions satisfaisantes. 


Enfin, nous avons acquis, grace a l’enseignement de M. Goddard, basé sur une 
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longue expérience a la fois humaine et technique, une assurance, une référence 
indiscutable, pour essayer a notre tour, 1a ou nous travaillons, d’adapter et d’appliquer 
les méthodes recues. 


Il nous semble, cependant, prématuré de conclure, sans donner la tonalité 
générale de ce cours, qui en a été I’élément sous jacent de valeur et stimulant par 
excellence. 


Quelque fit le sujet abordé, tout, dans l’enseignement plein d’enthousiasme de 
M. Goddard et de ses collaborateurs, visait 4 nous faire saisir la valeur d’un travail 
parfaitement accompli. En évitant le gaspillage inutile de temps, d’effort, de matériel, 
en prenant en considération la personne qui accomplit le travail, il s’agit de rendre 
4 toute activité, si modeste soit-elle, sa valeur, 4 tout emploi, sa dignité, 4 chaque 
individu au sein d’un service, le sens de l’équipe et du but commun 4 atteindre, 
c’est-a-dire: un service optimum 4a tous ceux qui se confient 4 nos soins. C’est en 
regard de ce but humanitaire et social que nous devons considérer notre travail 
et celui des autres et que nous devons sans cesse contribuer a l’améliorer. 


Nous avons quitté Oxford avec un appréciable bagage de connaissances nouvelles 
et un nouvel élan pour reprendre notre tache, mais aussi avec le sentiment trés net 
qu’il n’y a pas de recette universelle aux problémes quotidiens, petits et grands, de 
nos services. La recherche de solutions satisfaisantes exige des connaissances 
techniques approfondies, un esprit critique objectif, doublé d’une imagination créatrice 
et, par-dessus tout, une comprehension humaine toujours plus profonde de notre 
prochain. 


C’est pourquoi, en terminant nous ne pouvons que répéter la trés sage sentence 
gravée au fronton du Collége Ste. Anne: “‘ Get knowledge, get riches, but with all 
thy getting, get understanding ”’. 
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THE SEMINAR IN DELHI... 


EVERAL months have passed since the international nursing research seminar 
was held in India from February 14 to 28, 1960. Sponsored by the Florence 
Nightingale International Foundation and organised by the ICN Education Division, 
it brought together 34 participants from 16 countries eager to learn scientific methods 
of investigating problems affecting nursing. 


I was one of three delegates who represented the Philippines. The experience 
provided an opportunity for nurses of different nationalities, race and creed to work 
together as individuals and in groups, each one having problems of her own peculiar 
to her local situation, and all anxious to apply research methods of investigation in 
the solution or improvement of their problems. 


I have followed with a great deal of interest the formal accounts reported by 
participants in nursing journals; these of course dealt mostly with the conduct and 
context of the seminar on the methodology of research as applied to nursing. 


There was a common feeling that nurses ‘ dreaded research’ but are also cogni- 
zant of the importance and contribution of research as a tool in the improvement of 
nursing education and nursing practice. For indeed, as Dr. Clara A. Hardin, the 
chief consultant of the nursing research seminar, has said: ‘ No progress in the field 
of health can be made without research—and research is as basic to nursing as it is 
to the disciplines of medicine and natural sciences.’ 


CAMARADERIE 

It was interesting to note how the different delegates worked—each coming with 
her own background, identity, personality, hopes and plans. Because of the varied 
experiences and background, problem solving was undertaken at different levels which 
involved learning, not only new subject matter but also points of view and approaches. 
Whether the participants worked on their problems as individuals or in small groups, 
they had the opportunity actually to use the various steps in research process, such as: 


(1) definition of problem. 

(2) statement of purpose and objectives. 

(3) collection, analyses and interpretation of data. 

(4) formulation of conclusion and writing of the report. 


Of course there was much more fun in working in groups because of the added 
advantage of promoting the spirit of camaraderie and team work and the interchange 
of ideas and experiences. 


We had many difficulties at the start. Even the statement of problems which 
seemed easy in the beginning was not as simple after looking at it critically and analytic- 
ally researchwise. We also learned that some problems are not amenable to research 
techniques. And research is but one way to approach the solution of problems. 
There were a number of general ideas which have been helpful to us. Many of the 
problems are common; some are peculiar to a locality; some countries have gone 
further in nursing than others. Indeed we have learned something of the scientific 
method of looking at problems and to evaluate research reports done by others in 


The full Report is now available from ICN House, price 18s, 
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order to apply the findings intelligently to our own situations. All these and with the 
direct guidance of consultants helped very much in giving us a feel of what research is 
and what it involves. The close contact of participants and resource people who 
were always available and cordial created for each other a happy atmosphere con- 
ducive to learning and thinking. 


It was thrilling to be involved in actual research study. I, for one, was made to 
realize more than ever before the value of research as a tool for improving nursing 
education and nursing practice because ‘ research is the search for truth ’, the result 
of which when disseminated to a larger group, would serve as a sound basis for the 
next step forward. 


EVALUATION 


We did not expect to master the methods of scientific investigation or complete 
study projects within the span of two weeks. So at the close of the seminar most of us 
were not able to present reports of complete study projects. But the exposure to the 
research methods proved to be very rewarding. What was important was, the in- 
volvement in the research project resulted in educational experience enhancing 
personal and professional growth. Then, too, there is that sense of undefinable joy 
and satisfaction which one feels after the completion of the report—the sense of 
accomplishing something in spite of weaknesses and errors. 


As I look back on that seminar now, I feel its impact is tremendous—not alone 
in terms of technical knowledge gained on ‘ learning to investigate nursing problems ’, 
but in fostering international friendship and goodwill. In addition to an exchange 
of technical knowledge, close association with other nurses provided us with knowledge 
of the culture of other countries represented, the people who live there and their 
needs. By working, living, and eating together for two weeks, the seminar developed 
an understanding of other countries’ ideals, values and achievements. Friendship for 
each other becomes far more genuine when it is based on personal contact and 
first hand information and experience. 


I shall long remember my brief sojourn in Delhi, India. From the time I and my 
companions set foot at the Palam airport of that great country, my interesting 
experiences began. One can imagine the anxiety of a traveller going to another 
country for the first time and arriving at a most unholy hour—2.30 o’clock in the 
morning of February the 14th—to be exact. But as we were whisked to the Customs 
for routine baggage inspection we saw Kumari Lakshmi Devi (general secretary, TNAI) 
and one of her friends waiting to welcome us. We found out later that they had been 
there an hour earlier to meet us. How very grateful we were that they were around, 
otherwise we did not know what we would have done. Anyone from a foreign land 
deeply appreciates every little gesture of kindness shown on her behalf. Such thought- 
fulness and loving concern will make a deep imprint in cementing lasting friendship 
and goodwill. 

There was never a dull moment from then on. Determined to know more of that 
vast country we used every bit of time during noon breaks and after supper in seeing 
some historical spots and other places of interest symbolic of India’s culture and 
civilisation. Aside from the visit to Taj Mahal in Agra, we visited the International 
Agricultural Fair, the mosques and temples, the Red Fort, the Moghul Garden, the 
University of Delhi, some hospitals and a school of nursing. We also visited the 
headquarters of the Trained Nurses Association of India where we had fellowship 
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and a taste of Indian hospitality with Kumari Lakshmi Devi and Miss Edith Paull, the 
president of the TNAI, over delicious native snacks. In spite of our tight seminar 
schedule such pleasures were possible because friends went out of their way to 
make our stay a very memorable one. 


Occasions for meeting old friends and making new ones included the party to 
welcome participants, sponsored by the FNIF, at the Maiden’s Hotel and the cocktail 
reception given by the Delhi WHO staff at their headquarters, while at the tea party 
by the Trained Nurses Association of India everybody wore their national costume 
making the afternoon very colourful, pleasant and enjoyable. The presence of press 
representatives who interviewed some delegates was another highlight at that party. 
The exchange of ideas about nursing in different countries was very informative and 
educational. 


At a time like this when we are beset with many difficulties, a very practical way 
of promoting better understanding is for more people to be able to get together and 
work together on common problems and learn more of each other. Nurses need to 
learn not only of problems in different parts of the world, but should also share with’ 
one another various ways of analyzing and dealing with these problems. 


The invaluable effects of the Research Seminar in Delhi, India, will be gauged by 
the contribution which individual participants will make in their respective countries 
to the improvement of nursing as the years go by. On the whole, there was an ex- 
pressed need reflected from the total evaluation by the delegates, for more conferences 
of the kind. I believe that the brief but intensive research experience gained, when 
utilized in suitable adaptations to meet local needs, will be relevant to current 
nursing problems in the respective countries of the participants. 


CONCHITA B. RUIZ. 





TO-DAYS’ CHILDREN 


‘ The Harmony of tomorrow’s world depends on the mental and physical health 
of today’s children’. This is the Theme for Universal Children’s Day 1960. Spon- 
sored by the International Union for Child Welfare and UNICEF, a special leaflet 
for publicity use in French, Spanish, German and English can be obtained from the 
International Union for Child Welfare, 1 rue de Varembe, Geneva, Switzerland. 
(cost Sw. Frs. 1.20 for ten, Sw. Frs. 15 for one hundred copies, plus cost of postage.) 


A statistical report on infant mortality in 1958, just published by the World 
Health Organisation shows that lowest ever figures have been reached by certain 
countries; Sweden—16 deaths per 1,000 live births; in the Netherlands and Iceland, 
17; New Zealand, 19; Australia, 20; and Switzerland, 22 per 1,000. 
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MISS NIGHTINGALE AT SCUTARI 


C. T. ANDREWS, M.D., F.R.C.P. 





recent trip to Istanbul afforded an opportunity to pay a visit to Selimiye Barracks at 

Scutari. The Barrack Hospital is today a Turkish army barracks as indeed it was prior 
to 1854. The Turkish authorities had lent it to the British for use as a hospital. Permission 
is needed to visit it and an interpreter, provided by the British Council in our case, considerably 
eased our path. A ferry which runs from near the Galata bridge takes you to a landing stage 
a short distance beyond the Barracks and the short walk from here takes you past the British 
Cemetery where lie the dead of three wars. 


It was on November 3, 1854 that the Vectis carrying Miss Nightingale and her party of 
38 nurses anchored off Seraglio point not very far from the terminus for passenger ships 
today. After their enthusiastic send-off and their triumphant progress through France to 
Marseilles the trip through the Mediterranean should have provided a quiet interlude before 
the battle. But, alas, Miss Nightingale, though a good horsewoman, was a poor sailor. 
She was sick all the way. A storm hit them in the sea of Marmara carrying away the steward’s 
cabins and galley. Miss Nightingale staggered on deck to look at the plains of Troy and the 
Tomb of Achilles but by the time they reached Constantinople the storm had blown itself 
out and the whole party assembled on deck to look with more than idle curiosity at a gaunt 
square building with a tower at each angle which faced them across the narrow stretch of 
sea which at this point separates Europe from Asia. 


Miss Nightingale and her party crossed in rowing boats. If they had any illusions of a 
romantic nature they were speedily dispersed by what they saw. A dead horse floated in the 
sea just off the landing stage and the hollow square which made up the central courtyard of 
the Barracks was occupied by great piles of rubbish which no doubt provided a fertile feeding 
ground for flies and insects of many varieties and a breeding ground for the virulent bacteria 
which were to carry off so many of their patients in the months ahead. 


Structurally the hospital seems to have changed but little in the hundred years since the 
Crimean War. The cheerless corridors, the cold and stony floors are still there. A corridor 
in fact leads the whole length of each side of the building giving an impression of vastness 
which brought to mind Miss Nightingale’s observation that they had four miles of beds and 
something of the magnitude of the task even of doing the nightly round. 


We were most courteously received by the army authorities and conducted to Miss 
Nightingale’s room in the North West tower. Here, having signed the visitors’ book we 
gazed out across the Bosphorus which at night used to remind her of the noise of the Derwent. 


It was from this room that the nursing administration of the Barrack Hospital was carried 
on and here, in the small hours of the morning, that she would sit down to write those long 
letters home which today provide us with the bulk of our knowledge of the day to day con- 
flict which was waged not only with disease and death, but with appalling shortage of supplies 
and worse still with the ignorance and stupidity of those who should have been her helpers. 


One of the small pieces of fiction which centres round this story is that her nurses were 
“ladies * drawn from the upper stratum of society. With few exceptions mainly amongst 
the religious communities this was not so. Most of her nurses were attracted by the higher 
pay offered. They got 12 to 14 shillings a week, which was nearly twice the pay of a nurse at 
home. It is worth remembering that, in days when sectarian bitterness could reach incredible 
depths Miss Nightingale took with her ten Roman Catholic Sisters (from Bermondsey and 
Norwood), eight Anglican Sisters (from Devonport) and six protestant nurses from St. 
Johns House, London. That a party so constituted should have been held together at all 
was a remarkable feat of diplomacy and administration. That its impact on the world of 
nursing should have been such as it became is a tribute to the complex ability of the greatest 
English woman of the Victorian age. 
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The party arrived at the Barrack Hospital at a crucial moment for the next day the battle 
of Inkermann was fought. The shortage of supplies which she noted on the evening of her 
arrival was shortly to be accentuated by a fresh influx of wounded. In the ten days which it 
took the transports to cross the Black Sea her powers of diplomacy and discipline were to be 
sternly tested. On the one hand there was the fact that the doctors did not appear to want 
her help and she would let no nurse enter the wards uninvited. On the other hand there 
was the appalling shortage of supplies which she alone had the means to remedy. They had 
no plates, knives, forks or spoons, no basins, towels, soap, brooms, mops or trays, no 
operating tables, no drugs, stretchers, splints or bandages and yet in the bazaars of 
Constantinople you could buy all these things and Miss Nightingale had at her disposal a 
fund of £30,000. 

But for a week the little party sat making splints, shirts, pillows, stump rests and slings. 
They went to church and heard an admirable sermon by the hospital chaplain. Grumbles on 
the part of her nurses were answered by silence. Like Disraeli she did not believe in wasting 
words on explanation or apology. 

I wondered as I looked out at the landing stage where the transports brought their 
wounded, how nicely her policy of ‘* wait and see ” was calculated. Did she know the plight 
of the army before Sebastopol? The Crimean winter was upon it. On November 14 a 
hurricane blew all day ripping away the tents, the marquees and even the blankets which 
covered the wounded. The snow fell and the troops shivered in helpless misery. Some even 
froze to death. Did she sense the calamity which lay ahead for the great Barrack Hospital 
itself? Most of the men shipped from Balaclava to Scutari suffered from frostbite, starvation, 
pleurisy, pneumonia or gangrene. As if not already sufficiently discomfited they were now 
to have dysentery, typhoid and cholera added. Starved and in rags, swarming with vermin 
they pillowed their heads on their boots and used their greatcoats caked with blood and 
mud as blankets. 

Whether she knew or not it is certain that the flood of wounded from Inkermann 
brought an end to the period of inactivity for Miss Nightingale’s nurses. All who could 
help were now pressed into service and Miss Nightingale was given a chance, albeit a limited 
one, to show what a combination of knowledge, training and discipline could do. 

In her week of inactivity she had not been wasting her time. She had looked around 
Constantinople. She says nothing about the mosques which draw the modern tourist. But 
she was captivated by the bazaars. Here was one of the great markets of the world. Here 
you could buy nearly everything the Barrack Hospital needed. And so gradually it came to 
be known that if you wanted anything, be it a water bed or a milk pudding, Miss Night- 
ingale had it. Writing to Sidney Herbert on January 4, 1855, she says:—I am a kind of 
general dealer in socks, shirts, knives and forks, wooden spoons, tin baths, tables and forms, 
cabbage and carrots, operating tables, towels and soap, small tooth combs, precipitate for 
destroying lice, scissors, bed pans and stump pillows. 

Looking around the small room—it is about 15 feet square—that served as an office 
one reflected on the feverish activity those bare walls had witnessed 100 years ago. Her letters 
still bring the scenes of the Barrack Hospital so vividly before one that one reads on with a 
fascinated horror. The amputations in the wards in full view of the other patients and without 
anaesthetics, the erysipelas, cholera and gangrene, the sublime courage of the common 
soldier and a hundred daily incidents are all there. There are too, the flashes of humour 
with which she describes for example the nursing mutiny over the shape of the caps. ‘* There 
are some as suits one face, and some as suits another and if I’d known about the caps ma’am, 
great as was my desire to come to Scutari to nurse, I wouldn’t have come ma’am.” 

The astonishing thing is that she never seems tired. There is no hasty rounding off of 
her letters with excuses about the lateness of the hour. On the contrary there is an almost 
girlish enthusiasm in the flood of words in which she portrays her daily activities. 

Yet those long letters, often running to eight or ten pages were usually written in the 
small hours of the morning when most of her nurses were asleep. And the next morning 
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she would be up and in the wards again dressing wounds or comforting a new arrival or 
giving courage by her presence to a patient who was that day facing the ordeal of operation, 
or, in the early days when they had 1,000 cases of diarrhoea, standing by that ghastly tub 
filled with human excreta and waiting patiently for an orderly to come and empty it. 


I was curious to discover how much the Turkish officers who showed us around knew 
of the story. They were enthusiastic and discussed at some length her family background 
and upbringing. On her achievement at the Barrack Hospital they were inclined to exaggerate. 
I was reluctant to tell them that the death rate was never 90 per cent. of all admissions. 
She herself had a graphic way of portraying the progress made in reducing mortality. From 
her diagram it is clear that for the period February 1 to 25, 1855, the mortality was 42 per 
cent. In the course of six months it was reduced to 5.2 per cent. But mortality figures by 
themselves gives little indication of the horror and heartbreak, the frustration, incompetence 
and apathy which surrounded this courageous, dynamic and challenging figure. 


We took leave of our hosts and walked down to the Crimean section of the English 
Cemetery. A hundred years has mellowed the scene and some of the inscriptions are hard to 
decipher. Many of the graves are nameless but here and there the inscription records the 
death of a nurse, a doctor, a dispenser. Miss Nightingale used to walk here by the shore in 
the evening and it was after one such evening that she writes describing the scene we now saw 
with the City of Constantinople defined against the burning sky of the setting sun. In the 
same letter she wrote lines that sound sentimental today but which reflect her genuine and 
profound admiration for the British soldier. For two figures were transformed by this 
episode in English history, the soldier and the nurse and in each case the transformation was 
due to Miss Nightingale. The British soldier had hitherto been a drunken brute, now he was 
to become a symbol of courage, loyalty and endurance. The profession of nurse Miss 
Nightingale had stamped with her own image and the picture of the nurse as an ignorant, 
promiscuous harridan would never return. 


For the nurse at least her work has had international significance. Reflecting this fact, 
Istanbul today has its Florence Nightingale Foundation, the object of which is to improve 
the conditions of life and living of the people of Turkey through the promotion of nursing as 
one of the major health services. 


Back on the ferry we found ourselves surrounded by Turkish schoolboys who looked us 





over and tried us with “ Boston ”’, ‘‘ Chicago ” and “* New York”. We shook our heads 
and said ** London ” and wondered if they had heard of Miss Nightingale. 
* * * 


Miss Mary LE Q. MITCHELL writes:—‘ Just having returned from Turkey I would like to 
add that, as a nurse, I found it most inspiring to stand in Miss Nightingale’s quiet room. It 
is painted in pale green, beautifully kept and the commemorative plaque on the wall was 
given by the Turkish Nurses’ Association. 


Looking out through the tiny windows I could not but think how Miss Nightingale 
must often have gazed at that same glorious view of the Bosphorus with, in the distance, the 
many minarets of Istanbul. 


The Barrack Hospital is indeed today a Turkish army barracks but it is also an army 
school for children taking secondary school education; every corridor was full of double 
bunks and the sick-bay for the boys is situated near Miss Nightingale’s room ’. 
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Around the World 


CANADA 


The Third World Congress of Psychiatry, June 4—10, 1961, Montreal, Canada, is 
being held at the invitation of McGill University and under the auspices of the 
Canadian Psychiatric Association. Meeting on the American Continent for the 
first time, the Congress is expected to attract some 3,000 delegates from 62 nations. 
Representatives will come from psychiatry and such allied fields as general medical 
practice, psychology, biochemistry, nursing, sociology, anthropology, social work 
and pharmacology. Details from the General Secretary, III World Congress of 
Psychiatry, 1025 Pine Avenue West, Montreal 2, P.Q., Canada. 


IRELAND 


A Diploma Course for Nurse Tutors is being inaugurated at University College, 
Dublin, this autumn. Candidates will be required to have spent at least two years in 
charge of a hospital ward or department before taking the two-year course, but 
sister tutors who have already two years experience in teaching may be permitted to 
take the course in one year. The first year subjects will include biology, physics and 
chemistry, anatomy and physiology, bacteriology and social and preventive medicine. 
Subjects for the second-year course and the examination for the Diploma will be 
history of nursing and nursing school administration, educational psychology, the 
practice of education, surgical thearte technique. 


SOUTH AFRICA 


The District Nursing Service, a branch of the Johannesburg Hospital, announces 
that it has been recognised as a training school for the Certificate in District Nursing 
of the South African Nursing Council. The first course started on April 1, 1960. This 
is the first district nursing course to be instituted in South Africa. The course is a 
post-basic one, open to nurses registered with the South African Nursing Council as 
general nurses and midwives. It is of six months duration. In charge of the course 
is Miss C. M. Hugo, Matron, District Nursing Services in Johannesburg. Miss Hugo 
visited the United Kingdom, Ireland and Holland in 1958—59 to study District 
Nursing Service organisation. The Queen’s Institute of District Nursing was largely 
responsible for drawing up her programme. 


UNITED STATES 


New York State Nurses Association has obtained recognition by the City of 
New York as exclusive representative on matters affecting the employment conditions 
of registered nurses employed by the city’s Department of Hospitals. This is the 
first time a city government has officially recognized a state nurses’ association in this 
capacity, states ANA Guide Lines, August. 

The action is the result of a two-year effort by NYSNA and by districts 13 and 14- 
A detailed account of their “ success story ’’ may be found in the May 1959 and Jan- 
uary 1960 issues of the New York State Nurse. Copies of the bulletins should be on 
file at each state nurses’ association headquarters. An editorial on the subject, “ A 
Pattern for Others,” is in the July 1960, American Journal of Nursing. 
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Some Contributors to this Review 


JOSEPHINE A. CIPOLLA, R.N., is newly appointed assistant executive secretary, Occupa- 
tional Health Nurses Section of the American Nurses’ Association. Miss Cipolla was 
formerly an occupational health nurse for the Statler Hilton Hotel, Buffalo, N.Y. and emer- 
gency room nurse, Emergency Hospital, Buffalo. A graduate of Deaconess Hospital 
School of Nursing, Miss Cipolla has a B.s. degree from Teachers College, Columbia Univ- 
ersity, New York andan M.P.H.degree from Yale University. She is a former chairman of the 
Occupational Health Nurses Section for New York State and of the district legislative 
committee. 


HELGA DAGSLAND is instructor in nursing administration in the Norwegian Nurses’ 
Association Post-basic School for Nurses. Previously she has held positions as head nurse 
in surgical, medical and tuberculosis wards; as sister-in-charge, operating theatre; educational 
director, school of nursing; also educational secretary and later general secretary of the 
Norwegian Nurses’ Association. She obtained her sB.sc. in 1953 at Teachers College, 
Columbia University, New York, followed by M.A. in 1959. She is a member of the Phi 
Lambda Theta and of the Norwegian Academic Association for Women. 


FERNAN PRAGER of the Netherlands concluded her general education and study of 
French with one year at a boarding school in Neuchatel, Switzerland. She qualified in 
nursing midwifery and public health in Holland and from 1939 to 1945 worked as a public 
health nurse in a small town in the eastern part of Holland. She joined UNRRA in 1945 
and worked respectively in Bebra, Hersfeld and Heidelberg in various nursing functions. 
She went to Italy in 1947 to join the International Refugee Organisation (IRO) and worked 
in Trani—Bari, Barletta and Naples until 1950 when she led the nursing services of the 
United Nations Relief and Works Agency (UNRWA) in its programme for the Arab refugees 
from Palestine. In 1955 the chief nurse’s post was taken over by WHO and Miss Prager was 
appointed as WHO staff member seconded to UNRWA. In 1958 she was granted a year’s 
leave to study public health nursing administration at the Royal College of Nursing in 
London, returning to Beirut to continue her work for the refugees. 


CONCHITA B. RUIZ is head of the post-basic nursing education programme, College of 
Nursing, Manila Central University, Philippines. Throughout a brilliant career in public 
health nursing, nursing education and advanced studies, Mrs. Ruiz has contributed greatly 
to the recognition given to nursing—not only in the Philippines. She obtained her B.s.N. 
degree at the University of the Philippines in 1939 and later studied social administration, 
health education and public health. She also spent a year at Teachers College, Columbia 
University, New York and later majored in journalism at the Far Eastern University, Manila. 
In addition to other senior nursing positions, Mrs. Ruiz has also been Dean, College of 
Nursing, Villamor College; executive secretary, Filipino Nurses’ Association 1946-48 and 
for ten years, editor of the Philippine Journal of Nursing. 


ANNE M. W. WHITE, s.R.N., R.F.N., S.C.M., is nursing officer, Northern Ireland Hospitals 
Authority. In 1957 she was awarded the Lady Louis Mountbatten Scholarship to study 
nursing education for nursing service in the United States and Canada and she has also 
studied schools of nursing in Sweden, mental hospitals in Denmark and maternity services 
in Holland. She was a member of the United Kingdom delegation to the WHO European 
Conference on Post-basic Nursing Education. Previous nursing posts have taken her to, 
among other places, North Africa, Italy and Greece. Miss White is a member of the Steering 
Committee sponsoring the Teacher Exchange Programme (Rockefeller Grant) recently 
introduced between U.S.A., Canada and Northern Ireland hospitals. 
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1960 
November 14—18 


November 14—24 


1961 
January 8—14 


February 15 


April 17—21 


April 24—29 
May 22—27 


May 22—27 
June 4—10 
June 5—9 
June 9—11 


July 10—14 
July 23—28 
July 24—30 


July 30—August 3 
August 13—19 


August 14—19 


August 21—26 


August 30—September 6 


September 3—9 
September 4—7 
September 10 


September 10—14 
September 10—16 


1962 


January 
January 


January 
July 


International Calendar 


London Medical Exhibition 


WHO Conference on Research on Rehabilita- 
tion of Leprosy Patients 


10th International Conference of Social 
Work 


Conference and Exhibition on Aids and 
Appliances for the Handicapped. Central 
Council for the Care of Cripples 


12th Quadrennial Congress of the Internation- 
al Council of Nurses 


Royal Society of Health—Annual Congress 


5th International Congress of Legal Medicine 
and of Social Medicine 


3rd World Congress for the Prevention of 
Occupational Risks 


3rd World Congress of Psychiatry 
12th International Hospital Congress 


5th Congress of the International Union of 
the Medical Press 


3rd International Congress of Diabetics 
7th International Congress of Otolaryngology 


12th Congress of the International Society of 
Urology 


22nd International Psycho-Analytical Congress 


14th International Congress of Applied 
Psychology 


2nd _siInternational 
Retardation 


5th International Congress for Psychotherapy 
International Congress on Mental Health 


3rd World Congress of the International 
Federation of Gynaecology and Obstetrics 


10th International Congress on Rheumatic 
Diseases 


9th Meeting of the International League 
against Epilepsy 


16th International Tuberculosis Conference 
7th International Congress of Neurology 


Congress on Mental 


General Assembly of the International Organ- 
ization against Trachoma 


General Assembly of the International 
Association for the Prevention of Blindness 


19th International Congress of Ophthalmology 
11th International Conference of Social Work 


London, England 
Vellore, India 


Rome, Italy 


London, England 


Melbourne, Australia 


Blackpool, England 
Vienna, Austria 


Paris, France 


Montreal, Canada 
Venice, Italy 
Turin, Italy 


London, England 
Paris, France 


Rio de Janeiro, Brazil 


Edinburgh, Scotland 


Copenhagen, Denmark 


Vienna, Austria 


Vienna, Austria 
Paris, France 
Vienna, Austria 


Rome, Italy 
Rome, Italy 


Toronto, Canada 
Rome, Italy 


New Delhi, India 
New Delhi, India 


New Delhi, India 


Rio de Janeiro, Brazil 


The items in this calendar are selected from the conference lists of the Council for International 
Organizations of Medical Sciences, Paris, the Union of International Associations, Brussels, and the 
British Medical Association, London. 
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